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EDITORIAL 

We  assume  the  duty  of  conducting  The  American  Journal 
of  Urology,  the  official  organ  of  the  American  Urological  Asso- 
ciation, with  no  sanguine  anticipations  of  easy  success,  nor  in  ignor- 
ance of  the  difficult  task  which  such  an  enterprise  imposes,  but  with 
the  firm  conviction  that  the  interests  of  the  profession  demand  the 
establishment  of  a  journal  which  treats  exclusively  all  matters  per- 
taining to  the  urinary  organs  in  both  sexes. 

In  presenting  to  the  medical  profession  of  this  country  the  first 
number  of  The  American  Journal  of  Urology,  we  believe  it 
advisable  to  offer  a  statement  of  the  general  plan  of  the  magazine, 
which  is  to  be  published  at  the  beginning  of  each  month. 

Our  object  will  be  to  present  to  the  profession  a  reliable  record 
of  the  progress  of  genito-urinary  diseases  in  both  sexes.  For  the 
department  of  original  articles  we  have  received  contributions  from 
some  of  the  most  distinguished  urologists  in  this  country  and  in 
Europe.  The  leading  contributions  to  the  science  of  genito-urinary 
diseases  will  be  reviewed. 

In  the  Editorial  Department,  current  medical  topics  of  interest, 
connected  with  the  science  of  urology,  will  be  discussed.  No 
effort  will  be  spared  to  present  the  latest  advances  at  the  earliest 
possible  moment,  with  the  hope  that  the  views  expressed  may  re- 
ceive the  serious  consideration  of  the  profession. 

Our  efforts  shall  be  to  grasp  the  truth  and  to  expound  the  great 
principles  upon  which  our  branch  of  medicine  is  founded.  We 
desire  to  be  impartial  to  all.  It  shall  be  our  aim  to  keep  the  col- 
umns of  the  journal  free  from  any  element  that  may  partake  of 
factionalism.  In  the  discussions  of  all  subjects  we  shall  exercise 
that  spirit  of  fairness  which  must  force  us  to  state  the  truth.  In 
short,  we  intend  to  use  our  best  efforts  to  uphold  the  honor  of  the 
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profession,  to  serve  its  interests,  and  those  of  humanity,  and  to  this 
end  we  ask  the  hearty  co-operation  and  support  of  the  physicians  of 
this  country,  to  whom  we  extend  our  most  cordial  greetings. 


DECAPSULATION   OF  THE  KIDNEYS. 

In  view  of  the  recent  wide-spread  interest  in  the  decapsulation 
of  the  kidneys  since  Harrison  (1896)  succeeded  in  curing  a 
case  of  scarlet  fever  kidney  by  making  an  incision  into  the  pelvis 
of  the  kidney,  and  since  Edebohls  added  to  nephrostomy,  re- 
moval of  the  renal  capsule,  decapsulation  of  the  kidneys  has  been 
the  subject  of  frequent  discussions. 

The  article  of  Dr.  Thelemann,  Decapsulation  of  the  Kidneys 
(Deutsche  Medizinische  JVochenschrift,  Nr.  15,  1904,  p.  538),  is, 
therefore,  of  interest  to  the  medical  profession  of  this  country. 
Upon  the  basis  of  his  investigations  he  comes  to  the  conclusion 
that  the  new  capsule  is  formed  in  a  relatively  short  time  from  the 
remnants  of  the  old  capsule  left  at  the  operation.  He  considers 
that  a  transitory  improvement  is  plausible,  consisting  in  moment- 
ary relaxation  of  the  kidney,  but  that  it  is  very  questionable  whether 
a  permanent  cure  can  be  obtained  in  man. 

The  clinical  results  thus  far  obtained  are  by  no  means  unassail- 
able. The  severe  cases  operated  upon  by  Edebohls  died,  the 
milder  ones  improved.  The  question  is  admissible  whether  the 
milder  cases  might  not  also  be  cured  without  operation.  Finally 
the  injury  caused  by  chloroform  narcosis  is  to  be  borne  in  mind. 


CANCER  OF  THE  LEFT  KIDNEY. 


Endovesical  Separation  of  the  Urines.  Nephrectomy. 

Recovery. 

By  F.  Cathelin,  M.D.,  Paris. 

Chief  of  Clinic  of  the  Faculty  of  Medicine  of  Paris  in  the  Genito-Urinary  Service 

of  the  Hospital  Necker 

IN  spite  of  the  number  of  nephrectomies  performed  for  cancer 
by  all  the  surgeons  until  the  present  time,  it  is  not  useless 
to  report  occasionally  those  which  are  instructive.  The  ob- 
servation which  follows  presents  an  especial  interest  from  the 
triple  point  of  view  of  clinical  diagnosis,  of  the  endovesical  sepa- 
ration of  the  urines  and  of  the  operative  procedures. 

G.  Celestin,  57  years  of  age,  consults  his  physician,  Dr. 
Dubain  (of  Beaugency-Loirel) ,  on  the  20th  of  June,  1904,  for 
numerous  and  repeated  hematurias. 

The  history  of  his  youth  does  not  contain  anything  of  particu- 
lar interest;  he  only  remembers  having  received  a  blow  on  the  left 
side  fifteen  years  ago. 

The  parents  were  healthy,  and  he  has  had  four  children,  of 
whom  only  one  is  alive ;  the  others  died  when  young,  probably  of 
meningitis. 

He  acknowledges  that  he  catches  cold  easily  in  winter.  Two 
years  ago  a  first  and  profuse  hematuria  came  unexpectedly,  ac- 
companied by  pains  of  a  nephrectic  type,  poorly  localized,  and 
emission  of  gravel. 

Several  months  later  a  second  hematuria  occurred,  appearing 
like  the  first  after  hard  and  prolonged  labor;  these  hematurias 
never  appeared  after  rest  or  during  the  morning;  at  this  last 
crisis  he  again  voided  a  small  calculus,  gray  and  hard. 
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His  second  and  third  hematurias — the  latter  the  last  one — 
followed  in  November  and  June. 

Always  during  hematuria  and  since  the  first  one,  when  many 
clots  of  blood,  by  causing  retention,  had  necessitated  vesical  as- 
piration, the  patient  complained  particularly  of  the  left  side. 

The  bladder  did  not  seem  to  enter  into  the  consideration. 
Since  his  profuse  hematuria,  Dr.  Dubain  wrote  us,  he  had  had, 
from  time  to  time  and  particularly  after  fatigue,  some  slight  hem- 
aturias. Lastly,  as  the  result  of  a  walk  of  five  kilometres,  he  had 
again  contracted  a  hematuria,  more  intense  and  which  had  lasted 
several  days.  The  hemorrhage  is  certainly  of  a  renal  origin :  it 
is  total.  There  are  during  the  same  day  bloody  urines  and  others 
perfectly  clear,  with  emission  of  vermiform  clots.  The  vesical 
exploration  has  never  given  anything.  The  bladder  is  insensible 
to  contact  and  to  distension.  The  kidney  is  not  painful  to  pres- 
sure, or  scarcely  so.  On  the  other  hand,  it  is  impossible  to  make 
an  examination  from  this  point  of  view;  bimanual  palpation  is  im- 
possible on  account  of  the  corpulence  of  the  patient. 

This  patient  has  been  seen  on  several  occasions  by  some  sur- 
geon of  Orleans,  and  the  clinical  diagnosis  seemed  to  be :  calcu- 
lous renal  hematuria. 

I  saw  the  patient  at  the  hospital  of  the  brothers  St.  Jean  de 
Dieu  the  18th  of  June,  during  a  non-hematuric  period,  the  hemor- 
rhage being  arrested  after  his  journey  on  the  railroad. 

I  found  a  man  in  good  health,  enormous,  weighing  100  kilos 
(several  months  before  he  had  weighed  no  kilos). 

The  clinical  diagnosis  of  renal  hematuria  seemed  probable 
after  what  had  gone  before,  but  the  diagnosis  of  its  nature  seemed 
difficult  at  this  moment,  and  one  could  not  consider  radiography 
on  account  of  the  stoutness  of  the  patient,  which  would  result  nega- 
tively. Only  the  presence  of  three  small  calculi,  of  a  dirty  white 
color,  could  make  one  think  of  lithiasis,  but  the  presence  of  a  left 
varicocele  did  not  exclude  absolutely  the  possible  hypothesis  of  a 
cancer. 

Analysis  of  the  entire  urine,  made  the  22nd  of  January  and 
the  19th  of  February,  gave  the  following  results: 
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Cystoscopy  (June  21).  The  cystoscopic  examination  was 
made  at  a  period  when  the  urine  was  clear,  and  it  was  not  de- 
termined that  the  absolute  integrity  of  the  vesical  mucosa  included 
that  of  the  ureteral  orifices.  The  bladder  was  very  tolerant  and 
received  more  than  400  gr.  of  fluid. 

There  was  nothing  on  the  side  of  the  prostate;  besides  we  had 
been  able  to  ascertain,  by  means  of  rectal  palpation,  that  neither 
the  prostate  nor  the  vesicles  were  affected. 

It  was  necessary  to  separate  the  urines  at  a  hematuric  period  to 
determine  absolutely  the  origin  of  the  hematuria,  and,  finally, 
upon  the  functional  value  of  the  other  kidney. 

I  caused  this  hematuria  by  making  the  patient  tired.  He  told 
me  he  could  produce  it  easily  enough  by  making  exaggerated  move- 
ments with  the  arms,  particularly  by  rolling  kegs.  This  patient, 
who  is  a  wine  merchant,  naturally  insists  upon  this  particular 
detail. 

Endovesical  separation  of  the  urines.  Indeed,  on  the  23d  of 
June,  after  voluntary  fatigue,  the  hematuria  resulted,  and  having 
been  called  at  once,  I  was  fortunate  enough  to  arrive  with  my  in- 
strument before  it  had  stopped,  at  eight  o'clock  in  the  evening. 

Its  application  was  very  simple  and  without  any  pain  to  this 
man  whose  canal  had  never  been  dilated.  The  urine  was  scarcely 
obtained  when  already  the  liquid  collected  on  the  left  was  tinted 
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red;  five  minutes  later  I  collected  the  secretory  product  of  both  kid- 
neys, and  during  a  quarter  of  an  hour  I  gathered,  without  pain, 
20  c.c.  of  absolutely  clear  and  amber  yellow  urine  from  the  right, 
a  sample  of  which  I  saved  in  order  to  send  it  to  a  chemist. 

It  is  not  useless  for  me  to  say  in  this  connection,  so  intense  was 
the  hematuria,  that  I  was  obliged  to  pass  more  than  three  litres  of 
water  into  the  bladder  in  order  to  clarify  its  contents. 

Here  is  the  note  that  M.  Carrion,  Chief  of  the  laboratory  of 
the  faculty,  submitted  to  me  upon  this  subject: 


RIGHT  KIDNEY.                  LEFT  KIDNEY. 

Volume   4  c.c.  9  c.c. 

Aspect   limpid.  troubled. 

Deposit   none.  abundant,  red. 

Urea  to  the  Litre   21  gr.  19  gr. 

Chlorides   1  gr.  50.  o.  gr.  87. 

Microscopy   leucocytes  rare ;    no    some     leucocytes ;  no 

casts,  no  cells,    no     casts;    no    cells;  no 


bacilli.  tubercle  bacilli. 

This  examination  gave  me  what  I  asked  of  it:  to  know  that 
it  was  the  left  kidney  that  bled,  and  that  the  right  kidney  was 
excellent;  this  being  sufficient  for  the  elimination. 

A  doubt  persisted  concerning  the  nature  of  the  disease  (cancer 
or  calculus),  but  any  other  method  from  this  point  of  view  would 
not  have  given  more. 

I  now  proposed  the  operation  of  nephrolithotomy  or  a  ne- 
phrectomy. 

In  the  meantime  it  is  necessary  for  me  to  say  that  my  master, 
Professor  Guyon,  to  whom  I  had  spoken  of  this  patient  and  of 
the  results  of  the  separation,  communicated  to  me  his  apprehen- 
sions in  favor  of  cancer;  they  were  unfortunately  only  too  justified. 

Operation.  I  performed  the  operation  Sunday,  June  26th, 
1904,  at  eight  o'clock.  Chloroformer,  Dr.  Dubain;  assistants, 
Drs.  Boulanger  (of  Paris)  and  Colombino  (of  Turin). 

Recto-curvilinear  lumbar  incision  of  Guyon  starting  from  the 
summit  of  the  costal  angle.  The  wall  of  the  incision  bleeds 
slightly,  which  already  does  not  favor  a  lithiasis.  Zone  of  perine- 
phritis. The  plan  of  cleavage  once  found  decortication  is  difficult, 
not  so  much  on  account  of  adhesions  as  on  account  of  the  narrow- 
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ness  of  the  costoiliac  space,  so  much  so  that  I  was  about  to  remove 
the  last  rib.  I  enlarge  the  incision  above  and  below,  and  con- 
tinue the  decortication  very  laboriously.  At  all  cost,  I  wish  to 
avoid  cutting  the  kidney  into  pieces,  and  after  liberation  of  the 
poles  I  make  forced  pressure  on  the  pedicle,  very  far  in  the  depth, 
by  fragmentation  with  the  long  clamps  of  Kocher.  The  tumor  is 
thus  removed,  little  by  little,  without  previous  denudation  of  the 
ureter,  and  for  security  I  place  two  clamps  above  and  below,  let- 
ting all  remain.    Ligatures  have  seemed  impossible  to  me. 

There  was  no  incident,  with  the  exception  of  the  decortication, 
rendered  painful  by  the  narrowness  of  the  bony  gap,  and  the  pa- 
tient did  not  lose  any  blood  to  speak  of. 

He  had  not  absorbed  15  gr.  of  chloroform  during  the  opera- 
tion, which  did  not  last  longer  than  45  minutes,  of  which  30  may 
be  counted  for  the  operation,  properly  speaking.  I  put  only  four 
sutures  and  a  tampon  at  the  angles  of  the  incision. 

Microscopic  examination  of  the  specimen : 

The  specimen  (Fig.  1)  which  I  have  represented — its  poste- 
rior surface — with  one  of  its  adhesions,  is  rounded,  still  preserving 
vaguely  the  form  of  the  kidney,  strewn  by  irregularities.  One 
sees  fine  nodosities  like  peas  and  others  large  like  nuts.  On  sec- 
tion, the  entire  specimen  is  composed  of  hard  nodules. 

There  remains  not  more  than  2  cubic  centimetres  of  healthy 
renal  parenchyma  at  the  two  poles  (v.  f.  2).  The  whole  kidney 
weighs  350  gr.1    Its  length  is  10  cm.  and  its  breadth  8. 

By  a  very  slight  enlargement  one  determines  that  the  tumor 
is  lobulated,  that  is  to  say  formed  of  parenchymatous  portions  sur- 
rounded by  fibrous  bands.  At  a  considerable  enlargement  the 
parenchymatous  little  islands  are  composed  of  great  polygonal 
cells,  vesiculous,  transparent,  with  small  round  nodules,  character- 
istic of  renal  epitheliomata.  The  cells  are  agglomerated  in  masses 
or  tubes.  Some  are  desquamated,  others  in  degeneration  of  pig- 
mentation. In  the  middle  of  the  parenchymatous  little  islands, 
one  sees  dilated  capillaries  engorged  with  blood.    The  sclerous 


1A  normal  kidney  weighs  at  least  150  gr. 
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Fig.  i. — Aspect  of  the  tumor  (posterior  surface)  with  its  lobulations. 


bands  are  formed  of  conjunctive  fibres  with  few  cells.  Numerous 
masses  of  lymphocytes  are  to  be  found  there. 

The  histological  diagnosis  is  without  the  least  hesitation  adeno- 
epithelioma,  that  is  to  say,  from  the  point  of  view  of  prognosis, 
that  there  is  a  question  of  a  malignant  tumor,  but  with  slow  evolu- 
tion. 

It  seems  all  the  more  that  the  evolution  must  be  such,  be- 
cause the  cells  do  not  present  any  sign  of  intense  proliferation, 
such  as  numerous  figures  of  karyokinesis  show,  and  because,  on  the 
other  hand,  the  sclerous  bands  are  numerous  around  the  cellular 
elements. 

Results  of  the  operation.  They  would  have  been  very  simple 
without  an  incident  which  came  near  endangering  the  life  of  the 
patient.    At  the  moment  of  taking  off  the  clamps,  48  and  even 
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Fig.  2. — Section  of  the  tumor  (at  the  two  poles  the  two  remaining  portions  of  the 
healthy  kidney  can  be  seen.) 


50  hours  after  the  operation,  the  renal  artery,  insufficiently  hem- 
ostasicated,  permitted  clots  of  blood  to  escape.  An  entire  box  of 
compresses  was  not  enough  to  stop  the  hemorrhage  which  reap- 
peared above.  It  was  necessary  that  I  put  the  fist  into  the  wound 
to  stop  it.  I  was  fortunate  enough,  by  the  introduction  of  the 
clamp  into  the  cavity,  to  get  hold  of  the  vessel,  and  of  the  vessel 
alone.  Another  to  reinforce  it  was  put  above  it  and  allowed  to 
remain  there  for  96  hours.  I  showed  an  excess  of  prudence  that 
could  be  criticized  only  by  those  who  have  not  as  yet  had  a  similar 
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experience.  The  day  of  this  alarming  hematuria  the  temperature 
mounted  to  38  and  the  pulse  to  120;  I  injected  into  the  patient 
two  litres  of  serum  with  subcutaneous  injections  of  ether,  and  the 
next  day,  although  he  was  still  feeble,  his  condition  was  no  longer 
alarming. 

With  the  exception  of  this  incident  the  results  were  very  nor- 
mal: Pulse,  80;  temperature,  37;  urine  from  500-2000  gr. ;  no 
pain.  The  wound  healed  quick  enough  and  the  urine  was  clear 
from  the  fifth  day  after  the  operation. 

To-day,  the  20th  of  August,  two  months  after  the  operation, 
his  physician  wrote  me  that  his  general  condition  was  superb.  It 
will  be  interesting  to  follow  him  to  see  how  long  his  life  will  be 
prolonged. 

Reflections.  I  have  said  that  this  operation  was  interesting 
from  a  triple  point  of  view  that  it  is  now  necessary  for  us  to  de- 
velop. 

( 1 )  From  a  clinical  point  of  view,  the  diagnosis  at  the  be- 
ginning seemed  to  be  lithiasis;  the  pains  of  a  nephrectic  type;  and 
the  calculi  appeared  in  the  urine;  the  hematurias  coming  on  after 
fatigue;  a  corporosity  still  very  satisfactory;  all  seemed  to  be  col- 
lected to  convert  this  hypothesis  into  a  certainty. 

From  the  side  of  cancer — and  in  the  absence  of  all  valuable 
palpation  in  the  case  of  this  man  with  an  enormous  abdomen — 
he  had  only  a  slight  diminution  of  weight  in  several  months,  and 
perhaps  the  extreme  abundance  of  the  hemorrhage  obtained  later 
at  the  separation — it  was,  in  fact,  of  blood  very  abundant,  more 
black  than  red,  and  it  was  this  delicate  sign  that  induced  Pro- 
fessor Guyon  to  make  the  diagnosis  of  cancer. 

In  reality,  a  doubt  persisted  and  the  diagnosis  remained  hesita- 
ting. The  separation  of  urines  was  necessary,  because,  judging 
from  a  personal  investigation,  in  preparation,  upon  the  unique 
kidney,  this  anomaly,  which  until  now  seems  to  be  only  a  curiosity, 
is  far  from  being  rare,  and  finally  it  was  necessary  for  me  to  know 
the  secretory  quotient  of  the  apparently  healthy  kidney. 

(2)  From  the  point  of  view  of  the  separation  of  urines,  the 
fact  to  be  retained  by  those  who  are  not  yet  converted  to  this 
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new  and  fertile  method,  is  the  possibility  to  have  been  able,  with- 
out any  pain,  and  for  the  first  time  in  a  canal  almost  virginal  of 
anterior  explorations,  to  reach  a  result  which,  while  it  had  been 
obtained  in  a  minimum  of  time  (one-quarter  of  an  hour)  has 
taught  me,  in  the  meantime,  in  a  manner  very  exact:  i.  The 
fact  that  it  was  the  left  kidney  which  bled  (the  bladder  having 
been  illuminated  by  cystoscopy).  2.    Concerning  this  other  fact, 


Fig.  3. — Cathelin's  segregator  with  support. 

that  the  right  kidney  with  its  21  gr.  .77  of  urea  in  the  litre  alone 
could  be  sufficient  for  the  urinary  depuration.  At  the  same  time 
it  showed  me  that  the  left  kidney,  while  it  was  hematurgic — 
therefore  diseased — still  had  a  very  good  proportion  of  urea  (19 
gr.) .  This  is  nothing  new.  This  fact  has  been  related  for  a  long 
time,  however,  it  was  none  the  less  interesting  to  mention  it,  and  it 
is  all  the  more  curious,  because,  in  the  examination  of  the  speci- 
men one  sees  only  two  little  portions  of  the  healthy  kidney  at  both 
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ends,  two  or  three  cubic  centimetres  in  extent,  the  remainder  is  only 
cancer. 

This  very  high  proportion  of  urea  from  the  left  kidney  could 
not,  therefore,  help  much  to  make  a  diagnosis  because  in  the  case 
of  renal  lithiasis,  with  parenchyma  preserved,  one  still  observes 
very  good  amounts  of  urea. 

It  is  not  necessary,  therefore,  to  ask  of  a  method,  like  all 
methods  for  the  separation  of  urines,  more  than  they  can  give.  In 
spite  of  the  certainty  of  results  acquired  and  in  spite  of  the  correct- 


Fig.  4.. — The  segregator  of  Cathelin  in  the  bladder.    The  advance  is  automatic. 


ness  of  judgment,  which  permits  us  to  hazard  a  probable  diagnosis, 
there  will  always  remain  something  unknown  which  takes  away 
from  our  discussions  the  absolute  character  to  which  they  may  not 
pretend. 

In  the  present  case  I  was  able  to  eliminate  a  bilateral  lesion, 
particularly  a  hematuric  nephritis.  The  total  urines  contained 
scarcely  any  albumen,  and  I  thought  best  to  propose  to  the  patient 
the  intervention  from  which  he  could  certainly  derive  nothing  but 
good. 

I  thought  it  inadvisable  to  experiment  with  methylene  blue, 
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which  does  not  show  anything  without  the  separation,  as  is  proved 
by  the  observation,  published  by  Albarran,  about  a  patient  whose 
elimination  of  blue  had  been  very  good;  whose  diseased  kidney, 
large  and  tuberculous,  had  been  removed,  and  who  died  12  days 
afterwards,  without  having  urinated;  the  kidney  had  been  only 
removed. 

(3)  From  the  point  of  view  of  the  results  of  the  operation, 
the  instruction  which  results  from  it  seems  to  be  summed  up  as 
follows:     1.    That  a  forced  pressure  for  48  hours  (with  the 


/ 


1  'I 

I!  i! 

Fig.  5. — Horizontal  section  of  the  bladder  to  show  the  situation  of  the  median  mem- 
brane and  the  sounds. 

ancient  normal  pressure  clamps  as  a  means  of  compression)  may 
be  insufficient  for  arteries  with  a  calibre  as  large  as  the  renal 
artery.  2.  That  at  all  costs  it  is  necessary  to  ligature  the  pedicle, 
no  matter  what  may  be  the  difficulties  that  one  encounters,  that 
is  to  say,  regardless  of  the  depth,  breadth  and  shortness  of  the 
pedicle. 


i4       AMERICAN  JOURNAL  OF  UROLOGY. 


As  a  matter  of  fact,  this  abundant  hemorrhage  could  be 
stopped,  with  the  exception  of  the  day  of  the  incident.  The  tem- 
perature curve  has  oscillated  constantly  around  37,  so  that  the 
patient  has  been  able  to  return  to  his  home  26  days  after  the 
operation  with  a  wound  which  several  dressings  will  be  sufficient 
to  occlude,  progressing  favorably  and  with  clea»r  urines. 

MY  EXPERIENCE  WITH  THE  RENAL  CATHETER 
AS  A  MEANS  OF  DETECTING  RENAL  AND 
URETERAL  CALCULI 

By  Howard  A.  Kelly,  M.D.,  Baltimore 

Read  before  the  third  annual   meeting   of   the   American    Urological  Association, 

June  8,  1904. 

INASMUCH  as  I  have  had  a  large  experience  with  renal  and 
ureteral  calculi,  this  seems  a  proper  time  and  a  fitting  occa- 
sion to  bring  my  experience  in  this  important  matter  before 
the  profession.  It  is  not  my  intention  to  discuss  the  whole  broad 
subject  of  urinary  calculi,  which  is  manifestly  too  large  a  theme, 
but  to  speak  simply  of  our  two  most  direct  methods  of  diagnosis  of 
calculi;  namely,  the  ureteral  catheter,  and  the  X-ray,  presenting 
at  the  same  time  a  few  brief  notes  touching  on  the  results  of  surgi- 
cal treatment.  To  this  end  I  present  the  following  tabulated  series 
of  urinary  calculi  which  have  been  submitted  to  operation,  includ- 
ing in  all  38  observations,  which  represent  35  operations.  Four  of 
the  names  occur  more  than  once  because  the  patients  returned  for 
successive  operations  upon  other  parts  of  the  urinary  tract;  in  two 
instances,  for  example,  (Nos.  14  and  21)  a  calculus  was  first  re- 
moved from  a  ureter,  and  then  subsequently  from  a  kidney ;  in  one 
of  these  the  affection  was  bilateral,  in  the  other  it  was  unilateral. 
In  two  others  there  was  a  bilateral  calculous  affection  of  the  kid- 
neys, first  one  and  then  the  other  of  which  was  operated  upon.  In 
one  instance,  which  furnishes  an  admirable  example  of  the  utility 
of  the  wax-tipped  catheter  in  locating  a  calculus,  even  a  small  one, 
I  examined  the  patient  (Nos.  16  and  17)  for  Dr.  W.  S.  Halsted; 
she  was  excessively  stout,  and  therefore  an  exceedingly  difficult 
case  for  the  X-ray,  so  that  we  were  glad  when  the  wax-tipped 
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catheter  appeared  scratched,  giving  positive  signs  of  the  presence 
of  a  stone  in  the  left  kidney,  where  she  felt  all  her  pain.  Dr.  Hal- 
sted  accepted  the  diagnosis  thus  made  and  proceeded  a  few  days 
later  to  expose  and  open  the  pelvis  of  the  kidney,  but  he  scratched 
in  vain  for  the  calculus.  He  then  summoned  me  in  consultation, 
when  I  passed  a  wax-tipped  catheter  through  the  flank  through  the 
opened  pelvis  of  the  kidney  down  to  the  bladder  (retrograde  cathe- 
terization) and  in  this  way  located  the  calculus  in  the  lower  part 
of  the  ureter  by  the  stoppage  of  the  catheter  and  by  scratch  marks 
on  it.  At  my  colleague's  request,  I  then  made  a  vaginal  incision 
near  the  vault  and  removed  the  stone  from  the  ureter,  proceeding 
under  the  guidance  of  touch  alone.* 

In  30  of  the  38  cases,  the  wax-tipped  or  wax-coated  catheter 
was  used  as  a  means  of  diagnosis,  and  in  24  of  these  the  wax  was 
scratched  and  the  diagnosis  of  a  renal  or  ureteral  calculus  was  con- 
firmed by  operation.  In  four  of  the  six  cases  where  the  wax  tip  was 
negative,  further  investigations  were  made  by  means  of  the 
X-ray,  and  when  confirmed  by  operation  (Nos.  19,  22  and  30), 
showed  that  in  three  of  them  the  catheter  had  failed  to  detect  the 
presence  of  a  stone  in  the  kidney;  but  these  three  cases  were  in  the 
same  person  (Nos.  19,  22  and  33 ),  who  was  admitted  three  differ- 
ent times.  In  an  additional  case,  making  five  failures  to  detect  the 
calculus,  the  stone  had  been  diagnosed  when  it  was  in  the  ureter, 
but  as  it  afterwards  had  become  pushed  up  in  the  pelvis  of  the  kid- 
ney, which  was  dilated,  subsequent  attempts  to  diagnose  it  by  the 
waxed  catheter  failed  to  reveal  its  presence,,  although  the  X-ray 
was  positive,  and  the  stone  was  subsequently  removed  by  nephroto- 
my (case  No.  35).  In  one  of  the  cases  (case  30),  in  which  the 
wax  tip  failed  and  the  X-ray  was  positive,  the  stones  were  found 
lodged  in  abscess  cavities  where  the  catheter  could  not  reach  them, 
while  in  another  examination  negative  by  the  waxed  catheter,  but 
positive  with  the  X-ray,  the  cause  of  the  error  in  the  X-ray  diagno- 
sis was  shown  to  be  a  phlebolith  (case  18) .  In  the  last  case  in  the 

*  "Scratch-marks  on  the  wax-tipped  catheter  as  a  means  of  determining  the  pres- 
ence of  stone  in  the  kidney  and  in  the  ureter."  Amer.  Jour.  Obstet,.  1901,  Vol.  XLIV, 
Case  VIII. 
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table,  both  the  X-ray  and  wax  tip  were  negative,  but  the  history 
was  so  suggestive  that  an  exploratory  nephrotomy  was  done,  which 
failed  to  show  any  evidence  of  a  calculus  in  the  pelvis  of  the 
kidney. 

Twelve  of  the  operations  have  been  for  ureteral  and  29  for 
renal  calculi.  There  were  three  deaths  in  the  list,  or  about  12 
per  cent.,  one  being  from  hemorrhage,  another,  where  both  kid- 
neys were  extensively  calculous  and  there  was  pyonephritis,  from 
uremia. 

The  character  of  the  scratches  is  more  helpful  in  deciding  the 
location  of  the  stone  than  in  furnishing  any  information  as  to  its 
size.  The  deepest  gouges  are  apt  to  be  from  stones  located  in 
the  ureters,  which  wedge  the  catheter  and  hold  it  in  the  act  of 
withdrawal. 

The  difficulty  of  locating  the  exact  position  of  the  stone  in 
the  urinary  tract  by  means  of  the  wax-tipped  catheter  is  over- 
come by  putting  little  beads  of  wax  at  intervals  on  the  catheter, 
or  as  my  associate,  Dr.  Sampson,  has  done,  by  waxing  the  en- 
tire length  of  the  catheter,  when,  in  the  case  of  a  stone  low  in  the 
ureter,  it  shows  a  long  continuous  scratch  extending  along  the 
catheter.  By  measuring  the  length  of  the  scratch  we  can  deter- 
mine the  exact  distance  between  the  calculus  and  the  upper  pole 
of  the  renal  pelvis,  and  if  the  distance  the  catheter  has  entered 
the  ureter  is  known,  the  distance  of  the  stone  from  the  lower  end 
of  the  ureter  is  known  also. 

The  wax-tipped  catheter  is  made  by  melting  a  mixture  of 
olive  oil  and  dental  wax  (two  parts  wax  to  one  of  oil),  dipping 
the  end  of  the  catheter  into  this  and  allowing  it  to  harden  in  the  air; 
it  then  assumes  a  highly  polished  surface,  exceedingly  sensitive  and 
abraded  by  the  slightest  contact  with  any  hard,  rough  surface. 
With  a  little  care  in  manipulation  it  is  as  easy  to  introduce  the 
waxed  catheter  and  test  the  urinary  tract  for  stone  through  the 
open  air  cystoscope  as  it  is  to  pass  an  ordinary  catheter  into  the 
ureter. 

The  following  sources  of  error  must  be  known  in  order  to 
be  avoided:  The  rubbing  of  the  catheter,  in  case  it  touches  the 
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side  of  the  speculum,  forms  a  little  flat  facet,  which  could  never  be 
mistaken  for  a  scratch  mark.  With  practice  the  catheter  can  even 
be  introduced  so  as  to  avoid  any  contact  whatever  with  the  sides  of 
the  speculum.  The  ureteral  orifice  ought  to  be  plainly  in  view,  and 
the  catheter  should  be  introduced  with  one  direct  movement;  any  to 
and  fro  movement  of  the  catheter  over  the  vesical  end  of  the  specu- 
lum is  a  serious  source  of  error,  as  it  may  gouge  the  wax.  Care 
must  be  taken,  after  the  vesical  speculum  is  removed,  in  withdraw- 
ing the  catheter  from  the  ureter,  to  separate  the  vulvar  lips  so  that 
the  wax  is  not  touched  by  the  hairs  and  only  touches  the  mucous 
membrane.  If  the  wax  runs  together  irregularly  as  it  hardens, 
an  inexperienced  observer  might  mistake  the  little  smoothed-edged 
fissures  for  scratches;  this  mistake  will  be  obviated  by  ex- 
amining the  wax  surface  before  introduction.  It  is  a  good  plan 
always  to  confirm  a  positive  diagnosis  by  catheterization  on  two 
separate  occasions.  Two  wax-tipped  catheters  can  not  be  intro- 
duced into  both  urinary  tracts  at  the  same  time,  as  the  first  one 
removed  is  necessarily  marked  by  the  other  as  it  is  withdrawn 
through  the  urethra.  When  two  catheters  are  introduced,  one  may 
be  coated  with  wax  and  this  must  be  introduced  first  and  with- 
drawn last. 

A  good  way  to  preserve  the  scratch  marks  is  to  clamp  the 
end  of  the  catheter  in  a  salt-mouth  bottle  where  it  is  held  by  a  split 
cork. 

I  have  never  known  a  wax  tip  to  fail  in  discovering  a  ureteral 
calculus.  It  may  fail  in  a  renal  calculus,  if  the  pelvis  is  much  di- 
lated and  the  stone  is  small,  or  if  the  calculi  are  lodged  in  cavities 
in  the  substance  of  the  kidney,  or  if  a  large  stone  fixes  the  pelvis  of 
the  kidney  while  the  catheter  pushes  the  upper  end  of  the  ureter 
up  until  it  forms  a  little  pocket  in  which  it  lodges. 

Other  uses  of  the  catheter  are  shown  by  my  first  case,  in  which 
by  suction  I  was  enabled  to  bring  down  some  of  the  black  debris 
of  a  uric  acid  calculus,  or  by  the  second  case,  in  which  without  wax 
the  naked  catheter  was  jammed  at  its  end,  and  the  eye  of  the 
catheter  brought  away  a  little  mamillated  stone,  black  on  one  side 
and  light  colored  and  sharp  on  the  other,  showing  that  it  had 
been  broken  off  from  a  larger  calculus. 
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1.  The  X-ray  cannot  altogether  replace  the  wax-tipped  cathe- 
ter, because  it  is  not  always  convenient  of  application. 

2.  It  is  necessarily  expensive  and  cannot  well  be  used  every 
time  that  a  calculus  is  suspected. 

3.  But  few  men  have  the  necessary  skill,  and  no  confidence 
can  be  placed  in  a  poor  X-ray  operator. 

4.  It  is  not  without  danger,  as  shown  by  the  fact  that  at  last 
four  of  my  cases  have  been  burned,  and  one  very  badly  indeed. 

5.  The  X-ray  often  fails  in  very  stout  patients. 

6.  And  is  not  always  reliable  in  uric  acid  calculi. 

The  value  of  the  X-ray  lies  in  the  fact  that  it  gives  us  the 
precise  location  of  the  stone,  often  a  knowledge  of  the  number,  and 
it  may  succeed  where  the  wax  tip  fails. 

On  the  other  hand  the  wax  tip  may  succeed  where  the  X-ray 
fails,  as  has  been  demonstrated  in  three  of  my  cases. 

In  a  case,  in  the  hands  of  Dr.  Hugh  H.  Young,  the  patient 
had  extensive  renal  calculi  on  the  right  side  and  a  kidney  of  two 
pelves  and  a  double  ureter  as  far  as  the  pelvic  brim  on  the  left 
with  the  upper  pelvis  infected  and  containing  a  calculus.  The 
X-ray  picture  showed  the  calculi  on  the  right  side  and  an  apparent- 
ly normal  left  kidney.  Acting  upon  this  the  right  kidney  was  re- 
moved. A  necropsy  showed  a  stone  in  the  upper  pelvis  of  the  left 
double  kidney  which  had  been  missed  by  the  X-ray. 

In  my  clinic  at  the  Johns  Hopkins  hospital  and  in  my  private 
work  I  have  learned  to  value  the  X-ray  as  confirmatory  to  the  wax 
tip  catheter.  Both  methods  are  of  value,  and  nothing  gives  such 
a  satisfactory  certainty  to  the  diagnosis  as  when  they  are  mutually 
confirmatory.  On  the  other  hand,  either  method  may  succeed  and 
give  precious  positive  information  where  the  other  has  failed. 

DISCUSSION  OF  DR.  KELLY'S  PAPER. 

Dr.  J.  W.  Keefe  said  that  as  far  as  the  wax-tipped  catheter  was  con- 
cerned, we  so  frequently  hear  surgeons  say  that  damage  may  be  done  by 
the  introduction  of  ureteral  catheters,  that  he  would  like  to  report  seventy- 
five  cases  of  catheterization  of  the  ureters.  In  forty-two  of  these  cases  he 
had  made  examinations  of  the  urine  before  the  catheter  had  been  passed  to 
determine  the  extent  of  damage  caused  by  the  passage  of  the  catheter.  In 
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three  cases  no  damage  was  done,  in  the  other  cases  a  trace  of  blood  and 
albumen  were  found.  Some  of  the  blood  was  due  to  an  over-stretched 
urethra.  The  albumen  present  in  these  cases  may  have  been  due  to  the 
presence  of  blood.  In  thirteen  cases  hyaline  casts  were  found,  and  in  one 
of  these  cases  hyaline  casts  were  present  before  the  passage  of  the  ureteral 
catheter,  therefore  he  considered  the  passage  of  a  ureteral  catheter  harmless 
when  an  absolutely  aseptic  catheter  was  introduced.  The  majority  of  these 
cases  were  females  and  the  Trendelenberg  position  was  preferred. 

Dr.  Otis  stated  that  he  felt  the  Association  owed  a  vote  of  thanks  to 
Dr.  Kelly  for  presenting  so  prominently  and  forcibly  this  practical  new 
means  of  demonstrating  the  presence  of  renal  calculi.  He  considered  no 
question  so  important  as  the  diagnosis  of  the  presence  of  calculi.  Much 
was  expected  from  the  X-ray,  but  expectations  were  not  fulfilled,  and  the 
advantages  of  the  X-ray  could  be  obtained  only  by  the  most  skilful  opera- 
tors in  skiagraphy  and  by  the  most  perfect  tube  and  apparatus.  When  pic- 
tures had  been  taken  negative  results  were  certain  unless  the  picture  was 
repeated.  A  positive  result  was  not  always  satisfactory,  as  the  picture 
must  be  taken  with  great  care,  while  in  the  case  of  very  stout  individuals 
it  was  impossible  to  get  a  picture  of  stone  in  certain  positions.  In  addi- 
tion to  these  disadvantages  there  was  the  danger  of  an  X-ray  burn  no 
matter  how  careful  the  operator  might  be.  Secondarily,  we  have  as  direct 
testimony  of  the  presence  of  a  stone,  the  scratches  on  a  wax-tipped 
catheter,  and  he  though  this  a  great  step  forward. 

As  regards  the  question  of  the  separation  of  the  urines,  he  was  not  in- 
clined to  think  that  the  separator  was  without  use.  If  we  found  urine 
coming  from  two  separate  catheters  it  was  fair  to  suppose  that  those  two 
urines  were  collected  from  different  kidneys.  When  in  doubt,  a  little 
methylene  blue  could  be  injected  on  one  side  which  did  not  injure  the  urine 
for  examination.  If  it  did  not  appear  in  the  other  urine  we  could  be  fairly 
sure  that  the  urine  was  being  separated.  The  speaker  never  had  any  trouble 
in  the  way  of  sepsis  from  the  use  of  the  uretheral  catheter,  as  he  always 
used  some  formaldehyde  before  catheterizing  the  uterers. 

Dr.  Robbins  wished  to  know  whether  the  wax  catheter  when  used 
in  the  male  was  more  apt  to  become  scratched  than  when  used  constantly 
through  Dr.  Kelly's  short  female  cystoscope. 

Nothing  had  been  said  about  the  use  of  the  ureteral  catheter  in  regard 
to  the  production  of  pain.  In  some  of  the  cases  catheterized  by  the 
speaker  the  pain  was  intense.  The  segregator  was  often  employed  with 
less  pain  than  the  ureteral  catheter. 
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A.  C.  F. 

San. 611 

45 

May,  1898  L.  Kidney 

(  Large  hooked 

■i  dark  stone 

(  and  fragments 

8. 
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11. 
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26 

Feb.,  1900  R.'Kidney 

f  Large  branch 

I  calculus 

12. 

A.  C.  T. 

7,648 

33 

Aidi,,  lyuu  a.  xviuney 

Several 

13. 

E.  J. 

Gyn.  No. 

7,762 

32 

Apr.,  1900  R.  Ureter 

2.3x1  cm. 

14. 

L.  D. 

San.  9.35 

30 

May,  1900  Both  Kidneys 

Large  stones 

15. 

P.  H. 

San.  944 

42 

May,  1900  R.  Kidney 

Flat  stone 

16. 

M.  H.  R. 

56 

(  Oct.  26,   L.  Kidney 

1900 


17.  Ib. 

18.  H.  S. 

19.  F.  S. 

20.  M.  H. 

21.  L.  D. 

22.  F.  S. 

See  case  No.  19 

23.  H.  P.  W. 

24.  W.  M. 

25.  L.  L. 


San.  1,087 


26 


Gyn.  No.  8,458  19 
Gyn.  No.  8,639  50 
San.  1,123  30 
Gyn.  No.  8,771  19 


San.  1,230 
San.  1,252 

San.  1,275 


46 
61 


(Oct.  29,  /Lower  L.  ca.  2x.6  cm. 

( 1900  1  Ureter 

Jan.,  1901  j  Phlebolith  in  8x5  mm. 

\  1.  vag.  vein 

Jan.,  1901  R.  Kidney  Several 

Apr.,  1901  R.  Kidney  Several 

May,  1901  L.  Kidney  Flat  stone 

May,  1901  R.  Kidney  Two  stones 


Oct.,  1901   (  Upper  R. 

t  Ureter 
Nov.,  1901  R.  Kidney 


59     Dec,  1901  R.  Kidney 


One 

( Several.  One 
]  very  large 

2.2x8  cm. 


26.  R.  A. 


San.  1,362 


45     Apr.,  1902  /Vesical  end  Large 
\  of  R.  Ureter 


27.  F.  S.  Gyn.  No.9,686  20 

See  cases  19  and  22 


28.  A.  H.  P. 

29.  S.  W. 


Gyn.No.10,617  40 
Gyn.No.10,819  27 


June,  1902  L.  Kidney 
July,  1903  L.  Kidney 


Two  stones, 
bean  and  pea 
size 

Conf ormi  n  g 
to  shape  of 
pelvis 

Oct.,  1903  (R.  Renal,  R.  I  L.  U  r.  long 
and  L.  Ure-  \  pencil-like;  R. 
teral  (  Ur.  smaller 


30.  L.  K. 

31.  F.  P. 


Gyn.No.10,877  38 
Gyn.No.10,208  19 


Nov.,  1903   (Lower  Pelvis  Three  small 
(of  Kidney 


Dec,  1903  R.  Ureter 


Lemon  Seed 


32.  J.  B.  S. 


San.  1,647  42 
Gyn.No.11,001  20 


33.  F.  S. 

See  cases  19.22&27 

34.  J.  S.  Gyn.No.11,104  53 


35.  F.  W. 


Gyn.No.11,116  25 


Dec,  1903  L.  Kidney 
Jan.,  1904  L.  Kidney 
Mar.,  1904  L.  Kidney 


Mar.,  1904   (  Pelvis  of 
I  Kidney 


Three.  2x1.5 


( Seven.  Larg- 
<  est,  size  of 
( lima  bean 
Small 


36.  W.  D. 


37.  S.  W. 

See  case  No.  29 

38.  H.  P. 


37      May,  1904  R.  Ureter 

Gyn.No.11,220  27     May,  1904  R.  Kidney 

Gyn.No.11,393  37     July,  1904   I  Supposed 

■I  stone  in  R. 
(  Kidney 


1 5.5  cm.  long 
I  2Jx2i  wide 

Two 

None 


Wax-Tip.  Cath. 

I  Debris  drawn 
<  down  by  suc- 
/  tion 

i  Scratch,  naked 
I  cath. 
Scratches 


Scratches 

R.  Pyelonephro- 
sis;  no  attempt 

Scratches 

Scratches 

Scratches 

Scratches 

Scratches 

Scratches 

Scratches 

Sc.  fr  1.  Kidney 

Scratches 

Scratches 


Scratches 

Negative 

Negative 
Scratches 

Negative 

Not  used 

Scratches 

Scratches 
Not  used 

Scratches 
Scratches 


X-Ray. 
Not  used. 

Positive 

Not  used 

Not  used 
Not  used 
Not  used 

Not  used 
Not  used 
Not  used 
Not  used 
Not  used 
Not  used 
Not  used 

Negative 


Not  used 

Positive 

Positive 
Positive 
Positive 
Positive 

Not  used 


Negative 


Not  used 


Positive 
Positive 


Operation. 
Nephrolithotomy 

Nephrolithotomy 

Nephrolithotomy 

Nephrolithotomy 
Nephrolithotomy 
Nephrolithotomy 

Nephrolithotomy 

J  L.  Nephroureterec- 
I  tomy 

Nephrolithotomy 

Ureter  dilated 

Nephrolithotomy 

Nephrolithotomy 

(  L.  Nephrotomy 
)  R.  Ureterotomy 
Nephrolithotomy 
Nephrolithotomy 


(  Nephrotomy  and 
(  vag.  ureterotomy 
No  operation 

Nephrolithotomy 
Nephrolithotomy 
L.  Nephrolithotomy 
Nephrolithotomy 

Nephrolithotomy 

Nephrolithotomy 


Result. 
Recovery 

Recovery 

<  Died  of  P.  O. 
1  Hemorrhage 
Recovery 
Recovery 
Recovery 

Recovery 
Recovery 
Recovery 
Recovery 
Recovery 
Died 

Recovery 

Recovery 
Recovery 
Recovery 


Recovery 


Recovery 
Recovery 
Died  of  Uremia 
Recovery 

Recovery 

Recovery 


Remarks. 

Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 
Dr.  Kelly  operated 
Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 
Dr.  Kelly  operated 
I  Drs.  Kelly  and  Hal- 
|  sted.  At  Dr.  H.'s  op. 
I  stone  not  found  in 
•{  kid.  I  then  found  it 
I  by  cath.  fr.  K.  down 
I  ureter  at  lower  end 
Lof  ureter 

Dr.  Kelly  operated 
Dr.  Kelly  operated 
Dr.  Kelly  operated 
Dr.  Kelly  operated 

Large  pyelonephrosis. 


^Nephrotomy.  Calc.  Recovery 
J  had  passed  into  ure- 

]  ter  and  escaped  in  a 

[few  days 
Removal  of  stone 


Stone  also  in  com- 
mon bile  duct  re- 
moved 


Nephrolithotomy 


Nephrolithotomy 


Recovery 


Recovery 


Recovery 


[ Scratches  from 
[  both  ureters 


f  Not  used  be- 
I  fore  1st  op. 
■{  Neg.  once  as 
I  to  R.  renal 
[  stone 

(  Failed  to  show  Positive 
■<  stones    in  ab- 
(  scess  cav. 

j  Scratches  wax-  Positive 
(  coated  catheter 


(Two 
\  mies. 
(omy 


1.  ureteroto-  Recovery 
1  R.  nephrot- 


Nephrolithotomy 


Ureterotomy, 
moval  of  stone 


(  Not  used,  rely-  Negative 
I  ing  on  X-Ray 
Negative  Positive 


Nephrolithotomy 
None 


(Five  times,  3  (' 
■<  scratches, 2  neg-  -<  1 
(ative  /  I 


Two    excel-  Nephrolithotomy 
lent  plates, 
both  negative 
f  Coated     entire  Positive  Nephrolithotomy 
Jlength  and 
]  scratched  from 
tend  to  end 


Recovery 
Re-  Recovery 

Recovery 

Recovery 
Recovery 


Scratches 


Negative 


(Two  exams.    (Suprapubic    extra-  Recovery 
(unsuccessful    j  peri  ton.  Drainage. 
( No  sutures 

Nephrolithotomy  Recovery 


Negative 


( Nephrotomy,  appar-  Recovery 
(ently  normal  kidney 


Dr.  Kelly  operated 

fDr.  Kelly.  Stones 
J  removed  through 
|  bladder  by  incising 
Lves.  vag.  septum 

Dr.  Kelly  operated 


Dr.  Sampson  operated 


Dr.  Kelly  operated 


Dr.  Kelly.  Intra- 
capsular nephrecto- 
my afterwards 

fDr.  Sampson.  Op. 

I  done     under  local 

]  anesth.  Schleich's 

{  solution 

Dr.  Kelly  operated 


Dr.  Kelly  operated 

CT)r.  Kelly.  Fugitive 
I  cal.  escaped  from 
■(  lower  ureter  into  kid- 
ney and  so  missed 
(at  first  operation 
(Dr.  W.  W.  Russell 
\  operated 

Dr.  Kelly  operated 

Dr.  Kelly  operated 


THE  TREATMENT  OF  CATARRHAL  PYELITIS  BY 
INTRA-PELVIC  INJECTIONS 

By  Winfield  Ayres,  M.D.,  New  York 

Read  before  the  third  annual   meeting   of   the   American    Urological  Association, 

June  8,  1904. 

HOW  often  the  statement  has  been  made  to  a  patient  by 
his  physician,  "A  man  who  has  once  had  gonorrhea 
must  always  expect  to  have  strings  in  his  urine."  This 
statement  is  considered  entirely  erroneous  by  the  majority  of  sur- 
geons of  the  present  day,  and  yet  there  are  numerous  cases  that 
have  resisted  the  best  efforts  of  the  soundest  men  in  genito-urinary 
diseases,  because  the  surgeon  failed  to  investigate  the  kidneys.  He 
has  found  localized  areas  of  inflammation  in  the  urethra,  prosta- 
titis, vesiculitis  and  cystitis,  and  has  devoted  his  treatment  to 
curing  these  conditions,  never  thinking  that  possibly  there  was  a 
pyelitis  present  that  was  keeping  up  the  very  same  inflammation 
he  was  trying  to  cure.  When  beginning  the  investigation  of  these 
cases  of  persistently  cloudy  urine  last  November,  of  the  old  cases 
on  hand  at  the  time,  I  was  astonished  to  find  that  nearly  every 
one  had  pyelitis  as  the  cause  of  its  persistency.  Some  of  these 
cases  I  have  been  able  to  cure  entirely.  Others  are  still  under 
treatment.  Of  course  I  was  not  able  to  begin  treatment  of  all  at 
once,  but  gradually  took  one  case  after  another,  until  now  I  have 
over  70  cases  under  my  care.  Nine  have  been  cured  and  a  few 
have  "disappeared." 

This  paper  is  not  presented  as  a  finished  report,  but  rather  as 
a  preliminary  one,  realizing  as  I  do  that  final  conclusions  cannot 
be  reached  in  so  short  a  time.  I  shall  endeavor  to  describe  what 
I  have  found  and  the  results  of  treatment. 

Valentine  advanced  the  treatment  of  gonorrhea  to  an  incal- 
culable extent  by  his  advocacy  of  the  Janet  method  of  irrigation. 
Fuller  did  valiant  work  by  his  writings  on  the  inflammation  of 
the  prostate  and  vesicles,  yet  the  subject  had  been  written  up 
thoroughly  many  years  before.  In  like  manner,  though  this  paper 
deals  with  no  new  subject  in  general,  it  treats  of  a  condition  that 
has  been  disregarded  to  a  great  extent  by  nearly  all  genito-urinary 

surgeons,  or  that  they  have  considered  beyond  the  reach  of  medi- 
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cinal  treatment.  The  passage  of  a  sound  a  few  years  ago  caused 
more  discomfort  and  was  accompanied  by  more  danger  than  is 
to-day  caused  by  the  passage  of  catheters  to  the  pelvis  of  the 
kidney.  This  is  due  to  our  improved  instruments  and  our  better 
knowledge  of  asepsis.  In  these  cases  I  have  encountered  only  one 
urethral  chill  out  of  over  600  times  that  I  have  treated  the  pelves 
of  the  kidney. 

For  many  years  pelvic  medication  has  been  used  as  a  treat- 
ment for  purulent  pyelitis  and  pyelonephritis,  but  catarrhal  pye- 
litis has  been  practically  overlooked.  The  latter,  though  not  so 
immediately  fatal,  is  just  as  dangerous  to  the  life  of  the  patient 
as  the  former,  as  I  shall  endeavor  to  show.  In  these  cases  there 
is  a  paucity  of  symptoms  that  point  toward  the  kidney,  and  the 
few  pains  that  the  patient  does  complain  of  may  be  ascribed  to 
some  other  condition  such  as  neurasthenia,  lumbago  and  to  seminal 
vesiculitis  that  may  be  present.  The  microscope  shows  that  there 
is  a  scarcity  of  pus,  but  a  large  number  of  pelvic  and  renal  epithelia 
are  found. 

All  the  cases  that  I  shall  tabulate  occurred  in  private  practice. 
Besides  these  there  are  a  number  that  were  treated  at  the  Post 
Graduate  dispensary,  but  as  no  careful  miscroscopic  record  was 
made  of  them,  they  are  of  value  only  in  showing  the  frequency 
of  occurrence  of  this  disease. 

At  the  Post  Graduate  I  examined  17  cases  that  I  considered 
suspicious  from  the  appearance  of  the  second  urine,  and  in  every 
case  I  found  pyelitis.  In  private  I  always  have  a  microscopic  ex- 
amination made  in  suspicious  cases,  but  where  the  urine  has  the 
peculiar  granular  appearance  and  there  are  also  a  few  kidney 
symptoms,  the  preliminary  microscopic  examination  is  not  made. 
Thus  in  private  practice  I  have  catheterized  76  patients,  and  in 
every  one  have  found  pyelitis.  In  one  of  my  cases  I  was  unable 
to  pass  a  catheter  on  one  side  owing  to  deformity  of  the  ureter. 
In  one  case  I  fail  at  times,  but  usually  succeed.  This  makes  a 
half  failure  out  of  93  cases. 

Catarrhal  pyelitis  is  an  inflammation  of  the  pelvis  of  the 
kidney,  and  is  of  a  very  low  grade.    It  is  characterized  by  the 
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presence  of  desquamated  pelvic  epithelia  and  very  little  pus  in 
the  urine  and  gives  to  it  a  peculiar  appearance.  The  condition 
is  remarkable  that  in  so  many  cases  there  is  an  entire  absence  of 
all  symptoms  that  point  toward  the  kidney. 

Frequency.  Any  genito-urinary  surgeon  will,  upon  thorough 
investigation,  be  astonished  to  find  that  a  large  per  cent,  of  the 
cases  that  he  has  been  treating  for  prolonged  discharge  or  per- 
sistently cloudy  urine,  have  catarrhal  pyelitis  as  the  cause  of  their 
obstinacy.  Leaving  out  stricture,  out  of  50  cases  that  had  been 
under  my  care  for  three  months  or  more,  I  found  that  49  had 
catarrhal  pyelitis.    All  had  had  thorough  and  careful  treatment. 

I  have  not  investigated  thoroughly  enough  as  yet  to  give  any- 
thing like  exact  figures,  but  would  estimate  that  of  patients  com- 
plaining of  discharge  for  one  year  or  more — patients  who  have 
conscientiously  tried  to  rid  themselves  of  their  disease — 50  per 
cent.,  and  probably  more,  have  pyelitis.  This  of  course  will  not 
apply  to  patients  who  have  been  improperly  treated.  At  present 
many  general  practitioners  are  capable  of  taking  proper  care  of 
stricture,  of  prostatitis  and  vesiculitis  and  of  localized  points  of 
inflammation  in  the  urethra.  Thus  the  so-called  incurable  cases 
are  becoming  fewer  and  fewer.  It  also  accounts  for  the  high 
per  cent,  of  pyelitis  that  is  found.  At  the  Post  Graduate  I  began 
by  studying  those  cases  that  could  not  be  benefited  by  the  routine 
treatment.  A  few  that  presented  typical  symptoms  and  urines 
were  examined  on  their  first  visit.  Every  case  that  was  catherized 
was  found  to  have  pyelitis  and  abundant  pelvic  cells  were  found 
by  the  microscope  in  the  urine  that  was  drawn  from  the  pelvis 
of  the  kidney.  The  cases  accumulated  so  rapidly  that  there  was 
no  time  to  take  on  new  ones,  accounting  for  the  small  number  out 
of  so  large  a  clinic.  To  arrive  at  anything  like  an  approximate 
figure  of  the  number  that  occur,  it  would  be  necessary  to  examine 
fully  a  thousand  cases  of  chronic  urethritis  as  they  come  in  to  the 
clinic  before  anything  like  an  accurate  percentage  could  be  arrived 
at. 

Cause.  In  a  large  per  cent,  of  cases  the  cause  is  probably 
due  to  an  ascending  inflammation  from  chronic  inflammation  of 
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the  bladder.  As  cystitis  is  usually  due  to  gonorrhea,  then  that 
must  be  put  down  as  the  cause  of  pyelitis  in  the  majority  of 
cases.  Microscopically  we  find  that  there  are  few  germs  in  the 
urine  drawn  from  the  pelvis  of  the  kidney  of  these  patients.  In 
only  one  was  Dr.  Reese  able  to  demonstrate  a  diplococcus,  and 
there  was  considerable  doubt  as  to  its  being  the  gonococcus.  From 
the  microscopical  findings,  therefore,  it  seems  that  pyelitis  of  the 
catarrhal  variety  must  be  a  simple  inflammation  due  to  a  like  con- 
dition in  the  bladder.  I  have  records  of  seven  cases  of  pyelitis 
who  gave  no  history  of  urethritis.  One  of  these  has  been  treated 
a  number  of  times  by  pelvic  lavage  and  is  markedly  improved,  the 
others  have  been  on  internal  medication  with  no  improvement  what- 
ever. I  shall  soon  begin  local  treatment  with  them.  In  these  seven 
cases  there  was  an  accompanying  cystitis  and  in  all  but  one  there 
was  more  or  less  prostatitis.  In  three  of  these  seven  cases  there 
was  marked  oxaluria  and  the  inflammation  probably  originated  in 
the  pelvis,  while  in  the  other  four  the  pyelitis  was  probably 
secondary  to  the  cystitis,  the  cause  of  which  could  not  be  de- 
termined. Stone  in  the  pelvis  of  the  kidney  is  always  accom- 
panied by  pyelitis. 

Results  and  Sequences.  Catarrhal  pyelitis  may  exist  for  a  long 
time  and  do  no  apparent  harm.  It,  however,  presents  a  beauti- 
ful field  for  the  growth  of  a  stone,  and  it  is  probable  that  all 
calculi  have  as  their  starting  point  a  pyelitis.  It  causes  the  in- 
flammation that  exists  in  the  bladder,  prostate  and  vesicles  to  con- 
tinue indefinitely  in  spite  of  local  treatment.  I  have  seen  several 
cases  of  relapsing  urethritis  in  which  the  infection  seemed  to  come 
directly  from  the  pelvis  of  the  kidney.  By  far  the  most  serious 
result  that  may  follow  pyelitis  is  that  of  chronic  inflammation  of 
the  kidney.  Strumpel  states  that  the  majority  of  cases  of  chronic 
nephritis  have  their  origin  in  a  pyelitis.  Given  an  inflammation  in 
any  tissue  in  the  body,  it  has  a  tendency  to  extend  to  adjacent 
tissues.  It  does  not  matter  how  low  grade  the  inflammation  is.. 
Therefore,  it  is  the  natural  sequence  that  if  a  patient  has  pyelitis, 
sooner  or  later  he  is  bound  to  have  nephritis  develop,  unless  the 
pyelitis  is  cured.    The  microscopic  conclusions  also  bear  out  this 


26       AMERICAN  JOURNAL  OF  UROLOGY. 


statement.  In  some  we  find  cells  from  the  pelvis  of  the  kidney, 
with  no  involvement  of  that  organ;  in  others  convoluted  and 
straight  collecting  tubule  cells;  in  four  casts  were  found  with  a 
small  amount  of  albumen.  It  is  unquestionable  that  the  involve- 
ment of  the  kidney  was  due  to  the  pyelitis,  and  that  all  the  signs 
and  symptoms  of  Bright's  disease  would  have  developed  later. 
Another  thing  that  proves  this  is,  that  after  the  pelves  had  been 
treated  a  few  times  the  casts  and  albumen  entirely  disappeared 
from  the  urine  of  the  four  cases  cited.  I  will  review  another 
case  that  is  extremely  interesting  in  this  line.  The  patient  had 
been  under  treatment  for  some  time  for  pyelitis  with  only  slight 
improvement.  He  discontinued  treatment  for  three  weeks,  during 
which  time  he  had  been  feeling  perfectly  well.  He  sent  for  me 
to  call  at  his  residence  where  I  found  him  with  a  fever  of  104 
and  complaining  of  pains  in  the  back  and  the  passage  of  bloody 
urine.  He  was  given  a  calomel  purge,  to  be  followed  in  the 
morning  by  salts.  Turpentine  stupes  were  ordered  over  the  kid- 
neys. Two  days  later  he  came  to  the  office.  Examination  showed 
that  his  urine  was  still  full  of  blood.  It  was  found  to  contain 
also  epithelial  and  blood  casts  and  a  large  amount  of  albumen. 
He  would  not  keep  quiet,  but  insisted  on  continuing  his  work. 
I  directed  him  to  drink  plenty  of  water,  to  continue  the  stupes 
at  night,  and  to  take  salts  at  bedtime.  Ten  days  later  he  was 
so  much  improved  that  I  catheterized  his  ureters  and  found  that 
nearly  all  the  albumen  came  from  the  right,  and  only  a  trace 
from  the  left  kidney.  This  case  serves  to  illustrate  the  danger 
of  allowing  a  pyelitis  to  continue  without  treatment.  An  acute 
Bright's  may  be  set  up  at  any  time.  This  patient's  albumen  and 
casts  entirely  disappeared  after  two  treatments  (two  weeks). 
This  is  much  more  rapid  than  would  have  been  the  case  if  the 
pelves  had  not  been  washed  out. 

If,  then,  nephritis  is  caused  in  a  fair  per  cent,  of  cases  by 
pyelitis;  and  if,  as  the  majority  of  authors  agree,  nothing  can  be 
given  internally  that  will  cure  the  disease,  the  subject  of  pelvic 
lavage  is  of  utmost  interest  to  the  general  practitioner;  for  not 
only  may  the  pyelitis  and  beginning  Bright's  be  cured,  but  the 
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patient  is  guarded,  to  a  great  extent,  against  a  nephritis  occurring 
later.  We  are  told  that  albumen  and  casts  may  be  made  to  dis- 
appear by  proper  internal  treatment.  I  do  not  wish  to  dispute  the 
fact,  but  how  can  a  return  be  prevented  if  there  be  pyelitis,  which 
caused  it,  present? 

Probably  in  marked  cases  of  parenchymatous  nephritis  lavage 
of  the  renal  pelvis  would  do  little  good.  In  interstitial  neph- 
ritis it  unquestionably  would  do  no  good,  but  if  pyelitis  be  present 
the  pelves  should  be  treated  so  as  to  remove  all  the  irritation 
possible  from  the  kidneys. 

What  cases  can  be  cured?  Any  case  of  beginning  nephritis 
that  has  as  its  origin  a  pyelitis.  Perhaps  we  will  find  later  that 
there  is  a  large  number  of  apparently  hopeless  cases  that  will 
respond  to  a  remarkable  extent.  Cases  of  pyelonephritis,  due  to 
the  irritation  of  oxaluria,  are  immediately  benefited  and  later 
cured  by  regulation  of  the  diet  and  lavage  of  the  renal  pelves. 

What  cases  can  be  improved?  Any  case  of  nephritis  in  which 
there  is  an  accompanying  pyelitis. 

Catarrhal  pyelitis  may  at  any  time  become  purulent,  extend  to 
the  kidney  and  destroy  it.  Or  acute  nephritis  may  be  set  up  at 
any  time. 

Symptoms.  It  is  surprising  how  many  cases  present  absolutely 
no  subjective  symptoms  whatever,  yet  these  same  patients  will 
tell  you,  after  a  few  treatments,  that  they  begin  to  miss  some 
pains  and  aches  they  had  thought  nothing  of  before.  One 
patient,  before  treatment,  absolutely  denied  any  pain  or  irrita- 
tion that  pointed  to  the  kidney,  but  after  a  few  treatments  he  said 
he  had  noticed  that  he  was  free  from  a  slight  ache  that  came  in  the 
testicle  after  he  had  been  on  his  feet  for  some  time. 

Pain,  when  present,  is  usually  in  the  back  over  the  kidneys, 
in  the  lumbar  region,  in  the  inguinal  region  and  in  the  testicle. 
The  pains  may  be  very  indefinite,  like  those  of  the  prostate  and 
vesicles.  One  of  my  patients  had  been  treated  by  the  actual 
cautery  for  lumbago,  but  a  single  lavage  relieved  his  pains  en- 
tirely. Another  of  my  patients  had  had  treatment  for  chronic 
gastritis,  but  after  a  few  treatments  of  the  pelvis  his  epigastric 
pains  had  almost  entirely  disappeared. 
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Frequency  of  urination  is  rarely  present,  though  it  may  be 
very  pronounced  and  may  be  the  only  symptom  present.  If  it 
occurs  it  is  by  day  and  not  by  night,  and  is  more  pronounced  in 
the  afternoon  than  in  the  morning. 

General  symptoms  are  usually  lacking,  but  occasionally  we 
find  noticeable  weakness  and  lassitude.  Sometimes  the  symptoms 
of  neurasthenia  are  present  to  a  marked  extent. 

Palpation  of  the  kidney  will  reveal  nothing.  There  is  no 
increase  in  size  nor  is  there  any  tenderness. 

The  urine,  however,  shows  characteristic  signs  of  pyelitis, 
and  in  typical  cases  the  diagnosis  may  be  made  without  recourse 
to  the  microscope.  The  second  specimen  is  the  one  to  be  ob- 
served. It  may  appear  to  the  casual  glance  perfectly  clear,  but 
if  it  be  held  up  to  a  strong  light  minute  particles  will  be  seen 
floating  in  it.  These  particles  are  much  smaller  than  what  are 
known  as  prostatic  points,  and  they  do  not  sink  to  the  bottom  of 
the  glass,  but  as  the  water  cools  there  is  formed  in  the  centre  of 
the  glass  a  mucous  cloud.  To  this  peculiar  looking  urine  I  have 
applied  the  term  "granular  urine."  In  other  cases  there  may 
be  considerable  cloudiness  in  the  second  specimen.  This  may  be 
due  to  a  cystitis,  or  the  entire  cloudiness  may  be  due  to  a  marked 
pyelitis  verging  on  the  purulent  stage. 

Diagnosis.  Every  chronic  case  of  urinary  trouble  that  comes 
to  the  office  should  be  examined  in  a  routine  manner.  The  pa- 
tient is  requested  to  pass  a  small  amount  of  urine  in  two  glasses. 
If  the  second  is  not  perfectly  clear,  the  patient  is  asked  to  lie 
on  the  table  and  the  catheter  is  passed  into  the  bladder.  If 
cloudy  urine  be  obtained,  there  is  present  either  cystitis  or  pye- 
litis, or  both.  The  only  exception  to  this  is,  that  when  there  is 
marked  prostatitis  the  prostate  may  contract  as  the  catheter  passes 
and  force  some  of  the  prostatic  fluid  into  the  bladder.  If  the 
prostate  is  to  be  examined  next,  the  bladder  may  be  filled  be- 
fore the  catheter  is  withdrawn.  If  the  urine  drawn  from  the 
bladder  be  cloudy,  the  microscope  will  establish  the  presence  or 
absence  of  pyelitis.  It  is  often  possible  to  make  an  absolute 
diagnosis  of  pyelitis  by  the  appearance  of  the  urine,  combined  with 
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a  few  subjective  symptoms.  Dr.  Reese  has  found  that  if  the 
urine  be  centrifuged  there  will  be  more  pelvic  cells  in  the  micro- 
scopic field  than  if  it  be  allowed  to  settle.  It  is  also  a  peculiar 
fact,  that  the  mixed  urine  may  contain  only  a  few  cells,  while 
that  drawn  from  the  pelves  may  contain  a  very  large  number. 
Also  there  is  a  large  amount  of  detritus  in  the  mixed  urine,  while 
that  drawn  from  the  kidneys  is  quite  clean.  This  would  lead  us 
to  think  that  possibly  the  pelvic  cells  decomposed  in  the  bladder. 
In  a  recent  case  Dr.  Reese  was  unable  to  find  a  typical  pelvic 
cell  in  the  mixed  urine,  but  from  the  general  appearance  of  the 
detritus  and  the  malformed  cells  he  made  a  diagnosis  of  pyelitis, 
which  was  found  to  be  correct  upon  catheterization  of  the  ureters. 
The  urine  drawn  from  the  pelves  in  this  case  was  found  to  con- 
tain typical  pelvic  cells  in  abundance. 

Catarrhal  pyelitis  has  to  be  differentiated  from  cystitis,  pro- 
statitis, vesiculitis  and  urethritis.  The  microscope  will  usually 
make  the  differentiation,  but  if  there  is  any  doubt,  the  passage  of 
the  catheters  into  the  ureters  will  absolutely  establish  or  exclude 
the  presence  of  pyelitis.  I  am  accustomed,  if  a  patient  presents 
himself  with  a  history  of  long  standing  urethritis,  to  question  him 
as  to  the  treatment  that  he  has  had.  If  I  find  that  the  urethra 
and  prostate  have  had  proper  care,  I  pay  much  closer  attention 
to  the  kidneys.  Patients  coming  to  the  Post  Graduate  who  have 
been  under  treatment  in  other  dispensaries  are  almost  sure  to  have 
pyelitis  as  the  cause  of  their  cloudy  urine  or  continued  discharge. 

Treatment.  Internal  medication  is  of  considerable  value  when 
oxaluria  is  present  or  when  the  kidney  is  involved,  but  is  useless 
for  pyelitis.  When  oxaluria  or  uricaciduria  is  present  the  diet 
must  be  regulated  and  the  digestive  tract  looked  after.  This  will 
eradicate  the  irritation  but  will  not  cure  the  pyelitis  that  has  been 
set  up.  In  cases  where  there  is  nephritis  I  have  found  diuretin, 
salol  and  urotropin  of  considerable  value.  It  is  always  well  to 
give  some  urinary  antiseptic  while  the  patient  is  under  treatment 
by  lavage  to  reduce  the  possibility  of  urethral  chill  to  the  minimum. 
In  all  cases  a  light  amount  of  exercise  is  advisable,  but  the  patient 
should  not  sweat;  especially  is  this  injurious  if  he  cool  off  too 
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suddenly.  Ice  water  and  all  alcoholic  drinks  should  be  prohibited. 
The  patient  is  allowed  a  small  amount  of  tea  and  coffee. 

Local  treatment  consists  of  pelvic  lavage  or  injections  by 
means  of  a  catheter  passed  into  the  pelvis  of  the  kidney.  This 
should  be  done  twice  a  week.  More  often  than  this  will  cause 
too  much  irritation  of  the  bladder  and  ureters,  while  less  often 
will  not  be  so  beneficial.  If  urethritis  and  cystitis  be  present,  they 
must  be  controlled  as  much  as  possible  before  beginning  treat- 
ment of  the  pelves  on  account  of  the  liability  of  carrying  more 
infection  into  the  ureters  and  setting  up  a  purulent  inflammation 
in  place  of  a  catarrhal  one.  Also  when  there  is  marked  con- 
gestion of  the  trigone,  as  is  the  case  in  cystitis,  the  passage  of 
the  ureteral  catheter  is  more  difficult  than  in  the  normal  bladder. 
When  the  bladder  is  in  fairly  good  condition  the  treatment  of  the 
pelves  may  begin. 

Choice  of  the  cystoscope.  I  personally  prefer  the  straight 
view  catheterizing  cystoscope.  The  one  I  use  is  that  known  as 
the  Tilden  Brown.  Cabot's  modification  has  not  proved  satis- 
factory in  my  hands.  I  have  used  the  Bierhoff  quite  extensively 
and  found  it  fairly  satisfactory,  but  the  great  criterion  is  the 
comfort  of  the  patient,  and  I  find  that  all  my  patients,  except  one, 
prefer  to  have  me  use  the  Brown.  Several  cases  that  I  cannot 
catheterize  with  the  Bierhoff  can  be  easily  catheterized  with  the 
Brown. 

The  catheter  should  be  passed  slowly  and  gently  to  the  pelvis 
of  the  kidney.  Trials  of  speed  should  be  avoided.  It  sounds 
well  to  say,  "I  catheterized  both  ureters  in  a  patient  in  five 
seconds,"  but  there  was  probably  a  little  blood  in  the  urine  drawn 
from  the  kidneys  that  might  have  been  avoided  if  the  operator 
had  taken  two  minutes  to  complete  the  operation.  The  average 
time  that  is  required  to  insert  the  cystoscope  and  catheterize  both 
sides  is  about  ten  minutes,  depending  upon  the  condition  of  the 
urethra  and  bladder.  A  slight  tinge  of  blood  does  no  harm  and 
does  not  interfere  with  treatment,  but  a  copious  hemorrhage  from 
the  ureter  must  be  followed  by  from  one  to  two  weeks'  rest  from 
treatment.    I  have  noticed  that  the  more  pronounced  the  inflam- 
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mation  of  the  ureter  and  pelvis  of  the  kidney  may  be,  the  more 
liable  is  one  to  find  blood  in  the  urine  drawn  from  the  kidney. 
Especial  attention  must  be  paid  to  the  catheters,  and  just  so  soon 
as  one  becomes  in  the  least  rough  it  must  be  discarded.  I  prefer 
the  Casper  blunt  catheter  as  the  one  least  liable  to  damage  the 
ureter.  It  also  has  the  longest  life  of  any  that  I  have  used.  It 
is  necessary  to  have  the  olive  pointed  catheter  for  some  cases.  The 
size  should  range  from  No.  4  to  No.  6  French  scale.  It  is  often 
impossible  to  pass  a  catheter  larger  than  a  number  four,  but  for 
general  work  I  prefer  a  number  six.  The  catheters  should  be 
at  least  30  inches  long. 

Medication.  I  have  used  successfully  silver  nitrate,  protargol, 
argyrol.  My  preference  is  for  silver  nitrate  as  the  drug  that  is 
of  the  most  benefit  in  the  largest  number  of  cases.  Enough  silver 
should  be  added  to  the  saturate  solution  of  boric  acid  to  make 
1  to  16,000  for  the  first  treatment.  Then  the  strength  of  the  silver 
is  slowly  increased  up  to  1  to  5,000.  I  have  never  found  it  neces- 
sary in  catarrhal  pyelitis  to  use  a  stronger  solution  than  the  last 
named.  After  the  catheters  have  been  passed  to  the  pelves  and  the 
cystoscope  has  been  withdrawn,  leaving  the  catheters  in  place,  the 
urine  is  collected  in  sufficient  quantity  for  observation.  Then,  by 
means  of  an  aspirating  needle,  a  small  quantity  of  the  solution 
is  injected  into  the  pelvis  and  allowed  to  flow  out  at  once.  This 
is  repeated  five  or  six  times.  I  usually  inject,  on  the  first  trial, 
only  a  half  drachm  at  a  time,  but  later  may  inject  a  half  ounce 
if  the  patient  does  not  complain  of  pain.  As  the  catheter  is  with- 
drawn a  small  amount  of  the  solution  is  deposited  along  the 
ureter.  If  the  catheter  is  not  up  to  the  pelvis,  or  if  it  has  been 
pushed  up  too  far,  the  patient  may  have  a  colic  on  the  table,  but 
it  will  soon  pass,  and  if  the  catheters  are  in  proper  position  it 
will  not  occur.  I  have  used  protargol  one-half  of  one  per  cent, 
and  argyrol  five  per  cent,  with  some  success,  but  the  silver  solution 
seems  to  be  superior  to  either. 

The  length  of  time  to  cure  varies  greatly  with  different  cases. 
If  tubule  cells  or  casts  are  found  the  cure  will  be  slow.  In 
some  cases  where  the  inflammation  of  the  pelvis  was  very  severe 
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and  no  involvment  of  the  kidney  occurred,  the  cure  was  most 
rapid,  yet  in  the  only  case  that  became  worse  under  treatment, 
the  inflammation  was  very  slight  at  the  start. 

It  is  absolutely  essential  that  a  careful  microscopic  record 
be  kept  of  the  urine  that  is  collected  from  the  kidneys  to  direct 
one  as  to  the  medication.  If  I  find  by  the  microscopic  record 
that  the  patient  is  not  improving,  his  medication  is  changed  at 
once.  The  wash  is  either  increased  in  strength  or  it  is  changed. 
Also  one  of  the  solutions  used  may  give  pain  in  the  kidney,  then 
it  is  necessary  to  change. 

There  were  76  cases  in  private  practice.  Of  these,  some 
have  been  under  treatment  only  a  short  time.  A  few  have  been 
irregular  in  their  treatment.  Forty-five  have  had  five  or  more 
treatments  and  have  been  fairly  regular  in  their  attendance.  Of 
these  forty-five,  nine  have  been  cured;  twenty-five  markedly  im- 
proved; six  slightly  improved;  four  not  improved,  and  one  made 
slightly  worse.  Among  these  forty-five  cases  four  showed  a  small 
amount  of  albumen  and  few  casts.  The  casts  and  albumen  have 
entirely  disappeared  in  all  four. 

In  conclusion,  I  think  that  I  have  shown : 

1.  That  pyelitis  is  of  much  more  frequent  occurrence  than 
is  generally  supposed. 

2.  That  it  is  a  frequent  cause  of  prolonged  discharge. 

3.  That  local  treatment  of  the  pelvis  of  the  kidney  is  the 
rational  one  for  this  disease,  and  is  quite  feasible. 

4.  That  beginning  nephritis,  when  due  to  pyelitis,  may  be 
cured  permanently  by  lavage  of  the  renal  pelves. 

5.  That  by  curing  the  inflammation  in  the  pelvis  of  the  kid- 
ney, nephritis  may  be  guarded  against. 

6.  That  catheterization  of  the  ureters  is  not  as  difficult  as 
is  generally  supposed,  and  that  it  is  not  accompanied  by  such 
dangers  as  many  deem  it  to  be. 

Since  reading  this  paper  last  June  before  the  Am.  Assn.  of  Urology  further  ex- 
periments have  shown  that  marked  cases  of  parenchymatous  nephritis  may  be  won- 
derfully benefited  by  pelvic  lavage;  and  we  may  find  that  they  can  be  cured.  A 
cure,  though,  in  cases  where  there  has  been  considerable  destruction  of  tissue  is  ex- 
tremely doubtful. 
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DISCUSSION  OF  DR.  AYRES'  PAPER. 

Dr.  Kelly  said  that  Dr.  Ayres'  paper  showed  much  careful  investi- 
gation and  was  thoroughly  scientific.  Dr.  Ayres  had  studied  one  of  the 
most  important  subjects  in  urinary  diseases.  In  these  cases  of  pyelitis 
the  slightest  touch  of  the  end  of  the  catheter  was  apt  to  produce  a  little 
hemorrhage  when  the  catheter  touched  the  upper  pole  of  the  kidney.  It 
was  possible  to  introduce  his  catheter  without  touching  the  upper  pole. 
Symptoms  could  be  caused  in  these  cases  by  injecting  a  little  fluid  to  distend 
the  pelvis.  Dr.  Kelly  washed  out  the  kidney  with  nitrate  of  silver 
1-1,000  in  a  boric  acid  solution  one-half  saturated  strength.  This  solu- 
tion did  not  precipitate  the  silver  when  strongly  colored  with  aniline, 
and  with  the  catheter  in  the  bladder,  it  was  possible  to  determine  whether 
the  fluid  was  running  freely.  Sometimes  these  cases  were  very  quickly 
cured,  sometimes  they  hung  on  through  hundreds  of  treatments.  Some  of 
these  cases  were  made  worse,  namely  the  first  case  on  the  list.  Several 
cases  that  could  not  be  cured  were  kept  alive.  One  patient,  who  had  peri- 
nephritic  kidney,  whenever  she  got  worse  had  her  kidney  washed  out,  and 
got  better. 

Dr.  Gallant  said  that  the  work  Dr.  Ayres  had  done  interested  him 
very  much;  it  was  certainly  remarkable. 

Dr.  Hunt  said  that  if  he  had  a  diseased  kidney  on  one  side,  and  a 
healthy  one,  he  would  not  allow  anyone  to  catheterize  the  one  healthy 
side.  Occasionally  we  got  all  the  facts  we  wanted  without  catheterizing 
the  healthy  side.  He  considered  that  if  we  were  going  to  take  such  risks, 
that  the  patient  should  drink  considerable  quantities  of  water  before 
catheterization  to  reduce  the  chance  of  infection  to  a  minimum. 

The  speaker  thought  that  cases  whose  pelves  were  washed  out  con- 
tinually gained  tolerance,  for  solutions  ordinarily  started  weaker  and  be- 
coming stronger.  As  a  cystitis  might  be  caused  by  a  stronger  solution 
he  preferred  to  start  with  a  weaker  one.  He  desired  to  know  whether  Dr^ 
Ayres  had  found  no  bacteriological  results  in  a  large  percentage  of  these, 
cases,  and  that  led  him  to  ask,  what  methods  he  used  for  sterilizing  his-, 
catheters. 

Dr.  Bierhof  said  that  Dr.  Ayres'  paper  interested  him  very  much  be- 
cause his  findings  and  views  were  totally  at  variance  with  the  views  expressed7 
by  the  accepted  authorities.  As  a  result  of  a  large  number  of  examinations 
of  cases,  particularly  of  the  chronic  cases  of  urethritis  of  long  standing,  he 
had  not  been  able  to  find  cases  of  pyelitis  in  anything  like  the  large  num- 
ber of  cases  that  the  reader  stated.  In  all  his  experience  in  this  country 
and  abroad  he  found  just  one  case  in  chronic  or  acute  urethritis  in  which 
he  could  say  to  his  own  satisfaction  that  inflammation  of  the  pelvis 
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had  occurred.  If  he  was  not  mistaken,  the  Doctor  made  his  diagnosis  of 
catarrhal  pyelitis  from  the  presence  of  epithelia  and  few  pus  cells  in  the 
turbid  urine.  If  these  were  found  in  cases  of  chronic  urethritis,  leaving 
out  of  consideration  cases  that  occurred  in  the  female,  where  the  second 
urine  was  turbid,  this  turbidity  resolved  itself  into  a  flocculent  character, 
cloudy  upon  standing.  According  to  his  experience  this  turbidity  of  the 
second  urine  was  of  prostatic  origin ;  that  the  condition  of  chronic  urethritis 
was  due  to  a  previously  unrecognized  intraprostatic  infection.  The 
Doctor  did  not  speak  of  the  presence  of  mucus  in  the  urine  that  he  ob- 
tained from  the  ureters  and  kidneys,  but  of  the  presence  of  epithelia  and 
few  pus  cells.  He  took  the  liberty  of  saying  that  his  experience  with 
catheterization  of  the  ureters  had  been  a  large  one,  and  that  in  no  case 
of  pyelitis  had  he  ever  found  mucus  absent  where  the  epithelia  occurred 
alone,  or  epithelia  with  a  few  pus  cells.  These  epithelia  and  pus  cells 
were  caused  by  slight  traumatism  by  means  of  the  ureteral  catheter.  Gon- 
orrheal urethritis  involved  the  kidney  by  direct  extension  along  the  blad- 
der, ureter,  up  to  the  pelvis  of  the  kidney.  This  was  nothing  more  than 
a  urethritis  combined  with  prostatitis,  with  symptoms  of  involvement 
of  the  bladder  due  to  the  inflammation  of  the  membrane  covering  the 
prostatic  urethra.  As  soon  as  the  prostatic  condition  had  been  relieved, 
all  these  symptoms  of  cystitis  disappeared.  He  had  had  the  privilege  of 
examining  a  number  of  cases  of  true  gonorrheal  cystitis  with  the  cysto- 
scope  and  had  found  these  cases  occurring  in  two  types,  that  of  acute 
cystitis  with  granulation  of  the  mucous  membrane,  and  in  other  cases  there 
were  small  hemorrhages  upon  the  surface  of  the  mucosa.  In  only  one 
case  had  he  found  chronic  gonorrheal  cystitis.  He  felt  satisfied  when  he 
critically  examined  his  own  cases  of  chronic  urethritis,  and  when  he  com- 
pared his  findings  with  those  of  recognized  authorities  in  this  field  of  work, 
that  he  was  perfectly  justified  in  saying  that  he  thought  it  possible  Dr. 
Ayres  was  mistaken  in  the  diagnosis  of  catarrhal  pyelitis  as  far  as  the  male 
patients  were  concerned,  and  that  he  had  to  do  with  a  prostatic  inflam- 
mation. He  was  formerly  much  more  of  an  enthusiast  with  regard  to 
pyelitic  lavage  than  at  present.  He  had  become  much  more  conservative, 
and  had  since  found  that  a  very  small  proportion  of  cases  of  pyelitis  were 
amenable  to  pyelitic  lavage. 

He  agreed  with  Dr.  Kelly  that  pelvic  lavage  had  its  field.  Certainly 
in  some  cases  of  calculus  of  the  renal  pelvis  the  symptoms  were  very  much 
ameliorated  and  the  patient  very  much  improved.  In  some  cases  of 
perinephritis  he  could  easily  understand  when  the  patient  had  one  kidney 
removed,  and  one  kidney  remaining,  pelvic  lavage  would  be  of  great  ser- 
vice in  preserving  the  patient's  life  for  a  given  period  of  time,  but  to  say  that 
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a  large  proportion  of  cases  of  chronic  urethritis  were  due  to  an  unrecog- 
nized condition  of  catarrhal  pyelitis  he  believed  was  going  too  far. 

Dr.  Mark  seconded  the  remarks  of  Dr.  Bierhof.  He  considered  that 
every  urologist  had  a  number  of  cases  of  pyelitis,  and  was  inclined  to  be- 
lieve that  cases  were  never  brought  to  the  recognition  of  the  practitioner, 
because  they  got  well.  In  the  case  of  infection  by  the  colon  bacillus,  he 
used  a  formalin  solution,  1-20,000.  Bichloride  was  used  for  tubercular  cases 
and  protargol  or  the  nitrate  of  silver  for  purely  catarrhal  cases.  It  seemed 
to  him  that  we  have  some  success  with  pelvic  infection. 


NOTES 

MEETING  OF  THE  FRENCH  UROLOGICAL  ASSOCIATION. 

The  eighteenth  meeting  of  the  French  Urological  Association 
will  be  held  in  Paris  from  October  20th  to  October  22nd. 
The  question  to  be  discussed  will  be:  The  Indications  and  Thera- 
peutic Value  of  Prostatectomies. 

FIFTEENTH  INTERNATIONAL  CONGRESS  OF  MEDICINE. 

The  fifteenth  International  Congress  of  Medicine  will  be  held 
at  Lisbon,  Portugal,  from  19-26  of  April,  1906.  The  Urological 
Section  is  under  the  charge  of:  President,  Prof.  Moraes  Caldas; 
Secretary,  Dr.  Arthur  Furtado;  Assistant  Secretary,  Dr.  Jose  Ma- 
noel  Ribeiro;  members,  Drs.  Mandes  Cid,  Arthur  Ravara.  Hen- 
rique Bastos. 

Dr.  Kenneth  M.  Millican  has  recently  resigned  the  post  of 
Associate  Editor  of  the  New  York  Medical  Journal  and  has  taken 
charge  of  the  Si.  Louis  Medical  Review. 
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The  Technic  of  Prostatectomy. — By  Ramon  Guiteras,  M.  D.,  New  York.  {Mon- 

atsberichte  f.  Urologie.    Band,  IX,  Heft  5,  p.  310). 

The  technic  of  the  operation  of  prostatectomy  advocated  by  the  author  at  present 
is  as  follows:  Patient  is  prepared  in  the  usual  manner,  etherized,  and  placed  upon 
his  back  on  the  operating  table.  A  lithotomy  guide  is  then  passed  through  the 
urethra  into  the  bladder  and  the  patient  placed  in  the  lithotomy  position.  An  ex- 
ternal perineal  urethrotomy  is  then  performed,  opening  the  membraneous  urethra. 
This  opening  should  then  be  dilated,  to  permit  the  introduction  of  a  pair  of  curved 
scissors  into  the  urethra,  until  they  have  passed  the  apex  of  the  gland,  when  a  trans- 
verse incision  is  made  in  its  floor. 

When  the  lateral  lobe  is  freed,  the  forceps  are  then  placed  upon  it  and  it  is  de- 
livered. The  gland  having  been  removed,  it  is  well  to  palpate  the  region  to  see 
that  everything  is  free.  The  bladder  is  then  flushed  out  with  hot  water,  followed 
by  a  second  irrigation  of  1  in  10,000  bichlorid  of  mercury  solution,  and  a  perineal 
drainage  tube  is  inserted  into  the  bladder.  The  tube  remains  in  the  same  position 
as  in  the  case  of  an  ordinary  external  urethrotomy,  and  is  removed  at  the  end  of 
a  week,  after  which  a  large  sized  catheter  is  passed  through  the  entire  urethra  into 
the  bladder  and  allowed  to  remain  until  the  urethra  closes  above  it  and  the  external 
perineal  opening  has  filled  in. 

The  Treatment  of  Stone  in  the  Bladder  complicated  with  Hypertrophy  of, 
the  Prostate. — By  Reginald  Harrison,  F.  R.  C.  S.  {Archives  Internationales 
de  Ch'irurgie,  Vol.  1,  fascicule  4,  p.  379). 

The  author  considers  five  cases,  and  recommends  total  or  partial  prostatectomy, 
as  he  considers  there  is  a  connection  between  hypertrophy  of  the  prostate  and  the 
growth  of  the  stones. 

This  is  explained  by: 

1.  The  enlarged  prostate  forms  a  hindrance  to  the  spontaneous  exit  of  small 
stones  of  urates  or  oxalates  that  are  formed  in  the  kidneys  in  old  age. 

2.  The  difficult  micturition,  and  the  ammoniacal  disintegration  of  the  urine,  can 
lead  to  cystitis  and  the  formation  of  phosphatic  concretions. 

3.  Litholapaxy  does  not  accomplish  the  result  desired.  Harrison  prefers  the 
suprapubic  method,  which  makes  possible  the  removal  of  the  stones,  with  prostatec- 
tomy. 

Operative  Indications  of  Cancer  of  the  Bladder. — By  Dr.  Guyon.  {La  Mede- 
cine  Moderne,  March  2,  1904,  p.  65). 

The  indications  for  intervention  are  only  relative  in  these  cases.  The  physician 
is  obliged  to  weigh  the  ulterior  services  and  the  immediate  risks  that  his  treatment 
can  cause  the  patient.  The  operation  in  this  particular  case  cannot  be  curative,  as 
the  patient  is  attacked  with  a  fatal  disease  that  the  surgeon  cannot  remove.  All 
that  is  possible  to  accomplish  in  the  present  state  of  our  knowledge  is  to  prolong  the 
life  of  the  patient  for  some  time,  during  a  longer  or  shorter  period  that  follows  the 
operation.  The  conviction  of  a  cure  is  entirely  illusory,  but  on  the  other  hand  in- 
stead of  prolonging  and  ameliorating  the  life  of  the  patient,  the  operation  can  kill 
him.  You  understand  now  that  we  have  the  right  to  be  perplexed,  as  our  duty  and 
our  desire  is  to  do  the  best  for  the  patient. 

The  patient  whom  we  are  considering  has  a  cancer  of  the  bladder.  Cystoscopy 
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has  shown  the  presence  of  a  tumor  entirely  limited  and  susceptible  of  removal  under 
favorable  conditions.  Hematuria  is  abundant  and  often  repeated.  You  see  the 
position  in  which  we  find  ourselves. 

The  hereditary  antecedents  are  negative.  Father  died  at  the  age  of  47  of  phthisis; 
mother  at  the  age  of  78  of  cerebral  hemorrhage.  This  case  is  far  from  being  rare, 
as  the  hereditary  tendency  to  cancer  is  not  frequent.  Patients  die  of  cancer  of  which 
the  parents  are  absolutely  free. 

During  the  last  year  there  has  been  frequent  micturition.  The  patient  urinates 
20  times  during  the  day;  during  the  night  on  the  contrary,  he  does  not  micturate. 
It  is  only  during  the  last  week  that  a  new  symptom  has  appeared, — hematuria. 
This  hemorrhage  occurs  evidently  without  apparent  cause  and  ceases  in  the  same 
way.  When  hemorrhage  is  important  ergotin  does  not  stop  it  any  more  than  any 
other  medicine. 

Cystoscopic  examination  reveals  a  bleeding  tumor.  The  patient  experiences  a 
slight  pain  at  the  end  of  micturition.  During  the  hematuria  the  desire  to  urinate 
is  urgent  and  the  patient  expels  fragments  of  the  neoplasm.  Rectal  examination 
shows  the  prostate  enlarged  on  the  right,  but  left  lobe  normal  in  size. 

It  is  difficult  to  determine  the  time  for  intervention.    An  ungrateful  case  to  treat. 

Treatment  of  Prostatic  Hypertrophy. — By  Dr.  Casper.    (Berl.  Klin.  Wochen. 
June  15,  p.  542). 

A  large  percentage  of  doctors  avoid  every  operative  procedure.  One  hundred 
and  thirty-one  cases  were  treated  as  shown  in  the 
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61  cases  without  operation   4 

30  cases  after  Bottini   3 

16  cases  with  Vasectomy  

10  cases  with  Castration  

4  cases  with  Electrolysis  

3  cases  with  high  puncture  of  bladder.  .  .  . 

3  cases  with  Sectio  Alta  

4  cases  with  Prostatectomy  

We  call  such  prostatics  cured  as  have  remained  for  years  without  subjective 
symptoms,  when  objectively  no  considerable  amount  of  residual  urine  remains  in  the 
bladder  after  micturition.  From  an  anatomical  point  of  view  all  these  cases  are 
not  cured,  because  the  prostate  does  not  always  become  smaller  after  treatment.  The 
large  prostates  as  such  do  not  constitute  a  disease,  as  patients  so  afflicted  may  live 
to  old  age  without  ever  being  sick.  In  a  clinical  sense  it  is  correct  to  speak  of  a 
cure  when  the  urinary  symptoms  have  remained  quieted  for  many  years. 

We  call  cases  improved  when  strangury  and  pain  on  urination  have  become  less; 
when  objectively  it  can  be  seen  that  the  amount  of  residual  urine  has  diminished. 
When  strangury  and  residual  urine  have  increased  during  treatment — such  cases 
are  designated  as  having  become  worse.  The  number  of  cases  that  have  died 
within  fourteen  days  after  operation  are  considered  to  be  caused  by  such  operative 
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interference.  Cases  treated  symptomatically  that  died  within  six  months  after  treat- 
ment has  been  begun,  should  be  placed  on  the  mortality  list. 

For  all  kinds  of  treatment  there  are  only  two  great  groups  to  be  differentiated: 

1.  Those  who  empty  their  bladders  entirely  or  nearly  entirely. 

2.  Those  who  have  evident  residual  urine. 

As  far  as  the  non-operative  treatment  is  concerned,  we  have  61  cases  treated  with 
the  catheter,  or  the  self-retaining  catheter.  Two  of  the  three  cases  that  died  were 
caused  by  infection  from  the  catheter. 

Of  the  fifty-one  cases  with  residual  urine  two  were  cured  and  thirty-four  were 
made  much  better  as  the  result  of  the  local  catheter  therapy;  eight,  however,  re- 
mained uninfluenced ;  four  became  worse  and  three  died. 

We  next  turn  to  operative  treatment. 

Most  of  the  cases  were  done  by  the  Bottini  operation ;  vasectomy  was  done  in 
sixteen  cases;  castration  in  ten  cases.  By  vasectomy  three  cases  were  benefited; 
three  remained  entirely  uninfluenced.  From  the  ten  cases  suffering  from  total  re- 
tention that  were  castrated  there  was  not  a  single  good  result. 

Electrolysis  of  the  prostate  I  have  entirely  discarded.  I  have  had  bad  ex- 
periences with  puncture  of  the  bladder  and  the  sectio  alta  which  were  resorted  to 
in  six  cases.  Two  deaths  occurred  from  sepsis  due  to  infection  from  the  inflamed 
bladders.  Out  of  four  cases  done  by  the  sectio  alta  a  very  good  result  was  ob- 
tained in  two  cases;  the  other  two  died  of  heart  failure.  This  operation  is  too 
severe  for  weak,  old  men. 

The  modern  operation  is  that  by  Bottini.  Thirty  cases  were  treated.  The  re- 
sult was  that  three  were  cured;  nine  became  better;  eleven  were  uninfluenced;  three 
became  worse,  and  four  died. 

This  operation  is  indicated  only  in  patients  who  have  no  residual  urine.  Opera- 
tive interference  can  be  considered  only  when  the  retention  of  urine  has  lasted  longer 
than  three  months.  Of  these  chronic  retention  cases  only  three  were  cured,  as  pre- 
viously stated,  of  the  nine  cases  that  were  improved.  Not  one  could  empty  his 
bladder  completely,  but  the  stream  of  urine  came  more  easily  and  the  pains  were 
very  evidently  lessened.  In  eleven  cases  the  operation  had  no  evident  effect.  The 
results  were  eight  times  complete  retention,  three  times  partial  retention.  In  three 
cases  in  this  group  a  second  operation  was  performed  without  effect.  Of  the  four 
cases  that  died,  three  died  as  a  result  of  the  operation. 

The  vasectomy  and  the  Bottini  are  now  the  only  operations  considered,  with  th» 
exception  of  perineal  prostatectomy,  as  the  other  operations  have  proven  partly  use- 
less and  very  dangerous. 

I  cannot  say  fhat  my  results  are  brilliant — three  cases  cured  and  nine  improved. 
Nevertheless,  I  believe  in  operating  in  certain  cases.  The  treatment  of  hypertrophy 
of  the  prostate  is  a  thankful  lesson  for  the  doctor  who  understands  the  subject  and 
individualizes  the  treatment  in  each  case.  In  most  cases,  with  or  without  an  opera- 
tion, we  are  able  to  lessen  the  discomforts  of  our  patients. 

Prostatic  Hematuria. — By  Professor  Albarran.   {La  Medecine  Moderne,  March 
30,  1904,  p.  97). 

Prostatic  hemorrhages  are  of  considerable  importance.  Treatment  is  based  upon 
a  precise  diagnosis.  This  hematuria  may  be  initial,  terminal  or  total.  Initial  hema- 
turia occurs  at  the  beginning  of  micturition ;  terminal  at  the  end,  and  total  when 
blood  is  voided  from  the  beginning  to  the  end  of  the  act.  The  author  relates  varie- 
ties of  hematuria  and  their  causes. 
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Radical  Cure  of  Cancer  of  the  Prostate. — By.  Dr.  Alf.  Pousson.    {Annales  des 
Maladies  des  Organes  Genite-Urinaires,  June  15,  1904,  p.  881). 
Pousson  gives  a  resume  of  the  operations  done  for  cancer  of  the  prostate  from 
1866  to  the  present  time. 

Bacteria  of  the  Normal  Urethra. — By  Dr.  Hermann  Pfeiffer.  [Archiv.  f. 
Dermat.  u.  Syphilis,  69,  1904,  3,  p.  379). 

Pfeiffer  made  cultures  from  the  secretions  of  twenty-four  male  urethras,  that  had 
never  had  clap,  or  any  venereal  disease.  Thirteen  different  species  of  bacteria  were 
isolated.  These  bacteria  were  not  pathogenic  when  injected  under  the  skin,  or  into 
the  peritoneum  of  animals.  The  principal  forms  isolated  were  the  pseudo-diphtheria 
bacillus  and  the  streptobacillus  urethra;,  which  the  writer  believes  may  be  of  sig- 
nificance as  etiological  factors  in  post  gonorrheal  urethritis  and  cystitis. 

The  methods  used  seem  to  be  free  from  error. 

A  Case  of  Primary  Urethritis  Non-Gonorrhoica. — By  Dr.  F.  Bodlander. 
(Dermatologische  Zeitschrift,  1903,  Bd.  10,  p.  233). 
The  author  reports  the  case  of  a  patient,  33  years  of  age,  with  a  slight  gray 
discharge  from  the  urethra  for  ten  days,  that  had  not  been  affected  adversely  by 
coitus.  Patient  had  never  had  a  previous  venereal  infection.  Microscopical  ex- 
amination of  the  secretion  showed  no  gonococci.  In  the  course  of  five  months  100 
examinations  of  the  secretions  were  made.  Small,  delicate  bacilli,  with  rounded 
ends,  were  found  intracellularly.  They  grew  best  on  alkalin  agar.  Staphylococci 
also  were  found. 

Nourishment  in  Nephritis. — By  Dr.  Koester.     (Monatsberickte    f.  Urologie, 
Neunter  Band.  5.  Heft.   p.  317). 
Koester  has  made  a  number  of  observations  of  the  results  of  different  diets  in 
Nephritis,  as  follows:    I.    Milk  diet;    2.    Milk  and  vegetable  diet;   3.    Meat  and 
egg  diet;   4.    Ordinary  mixed  diet.    He  comes  to  the  following  conclusions: 

1.  An  absolute  milk  diet  is  indicated  in  acute  nephritis,  until  the  acute  stage 
has  passed.    This  diet  is  desirable  in  all  acute  exacerbations  of  a  chronic  nephritis. 

2.  In  chronic  nephritis  every  cure  should  be  begun  with  a  pure  milk  or  a  vege- 
table and  milk  diet,  and  this  is  not  to  be  discontinued  until  the  albumin  has  di- 
minished very  considerably  in  amount,  when  a  mixed  diet  with  meat  may  be  given. 

3.  Oedema  and  ascites  constitute  per  se  no  contraindication  to  a  mixed  diet. 

4.  Chronic  kidney  patients  who  excrete  equal  amounts  of  albumin,  may  be  al- 
lowed red  and  white  meat.    Alcoholic  drinks  and  spices  must  be  avoided. 

5.  Patients  with  kidney  affections,  who  take  a  mixed  diet  with  meat,  at  times 
prefer  a  milk  diet.  The  albumin  then  diminishes,  and  remains  less  for  a  time 
after  the  resumption  of  a  mixed  diet. 

A  Note  on  the  Intravesical  Separation  of  the  Urine  from  Each  Kidney. — 

By  B.  G.  A.  Moynihan,  F.  R.  C.  S.  (British  Medical  Journal,  July  2,  1904, 
p.  9). 

The  author  considers  that  the  catheterization  of  the  ureters  is  too  technical  a 
procedure  and  often  fraught  with  danger.  He  favors  the  use  of  the  Luy's  segre- 
gator  for  the  female,  and  of  Cathelin's  for  the  male,  but  is  prepared  to  admit  that 
a  more  extended  experience  may  modify  his  opinion. 
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Pathology  and  Treatment  of  Stricture  of  the  Urethra  based  upon  Four' 
Hundred  Cases. — By  Dr.  Christen.    {Centralblatt  f.  die  Krankheiten  der 
Harn  und  Sexual-Organe,  Oct.  24,  1903,  p.  523). 
This  is  the  most  recent  of  the  long  statistical  works  on  the  subject,  and  coming 
from  Professor  Burckhardt's  clinic  at  Basel,  where  the  diagnosis  was  confirmed  in 
each  case  by  endoscopic  examination,  the  results  obtained  are  accurate  and  scien- 
tific.     This  article  will  be  of  service  to  writers  who  have  quoted  the  statistical 
works  of  Thompson,  Desnos,  and  Scudder,  as  something  new. 

Adrenalin  in  Gynaecology.    (Le  Formnlaire,  June,  1904,  p.  278). 

While  adrenalin  has  no  vaso-constrictive  action  upon  the  vaginal  mucous  mem- 
brane, adrenalin  is  an  efficacious  vaso-constrictor  of  the  mucous  membrane  of  the 
os  (vaginal  surface)  ;  without  a  drop  penetrating  into  the  cavity  of  the  body  of  the 
uterus,  a  curettage  of  this  organ  can  be  made  with  a  minimum  of  hemorrhage. 

Vaginal  Total  Extirpation  of  the  Uterus.— By  Dr.  A.  Kablukow.  (St.  Peters- 
burger  Medicinische  JVochenschrift,  No.  8,  1904). 
K.  considers  a  material  of  62  cases  of  total  extirpation  from  the  vagina, 
done  in  the  greater  number  of  cases  for  carcinoma.  Mortality  11. 2  per  cent.  One 
case  remained  without  exacerbations  for  eight  and  one-half  years.  Histories  of 
some  very  interesting  cases  are  given. 

Cancer  of  the  Uterus— By  Dr.  W.  Petrow.  (St.  Petersburger  Medicinische 
W ochenschrift,  No.  8,  1904). 
Petrow  put  his  private  and  hospital  material  together,  and  considered  the  cases 
operated  upon.  The  indications  for  the  radical  operation  (total  vaginal  extirpa- 
tion), he  thinks,  are  very  few.  Infiltrations  into  the  parametria  strictly  contraindicate 
the  radical  operation.  From  75  radical  operations  he  lost  15  patients.  As  a  palliative 
operation,  he  had  often  resorted  to  curettage.  From  Extr.  chelidonii,  much  used  in  in- 
operable cases,  he  had  seen  no  result. 

Extensive  Resection  of  the  Wall  of  the  Bladder  for  Carcinoma,  with  Favor- 
able Result.— By  Dr.  S.  Derjushinsky.  (St.  Petersburger  Medicinische 
JVochenschrift,  No.  8,  1904). 
A  woman,  62  years  of  age,  complained  of  pains  in  the  bladder  and  hematuria. 
The  cystoscope  revealed  a  tumor  on  the  anterior  wall  of  the  bladder.  On  May 
24,  1902,  Sectio  Alta.  After  opening  the  bladder,  the  neck  of  the  bladder  and 
ureteral  openings  were  found  to  be  free,  as  the  tumor  was  confined  to  the  anterior 
and  lateral  walls  of  the  bladder.  Therefore,  resection  was  made  involving  two- 
thirds  of  the  bladder.  The  bladder  sutured,  tamponade  of  the  perivesical  connec- 
tive tissue.  Catheter  a  demeure.  After  removal  of  the  catheter,  there  was  a  fistula 
over  the  symphysis.  The  patient  had  strangury  every  twenty  minutes.  In  Septem- 
ber, 1902,  the  fistula  was  unaltered  and  incrustations  could  be  demonstrated  in  the 
bladder.  On  the  3rd  of  October  the  bladder  was  opened  again,  and  an  incrusted 
silk  thread  removed.  In  the  wall  of  the  bladder  no  recurrence  apparent.  Fistula 
closed,  but  in  the  middle  of  November  serum  began  to  ooze.  Hematuria  began, 
and  there  were  pains  over  the  symphysis  and  thighs.  In  December  an  exacerba- 
tion was  proved.  Exitus  January,  1903.  Autopsy:  Exacerbation  in  bladder;  mul- 
tiple metastases  in  the  peritoneum;  left  sided  hydronephrosis  by  closure  of  the 
ureter  by  the  carcinomatous  growth. 
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Endourethral  Photography. — By  Kollmann.  {Centralblatt  f.  Die  Krankheiten 
d.  Ham  u.  Sexual  -Organc,  Ed.  15,  H.  2,  p.  65). 
Kollmann  with  his  photographing  urethroscope  has  succeeded  in  taking  some 
very  beautiful  photographs  of  the  urethra  under  normal  and  pathological  con- 
ditions. These  photographs  can  be  seen  in  the  Centralblatt  f.  die  Krankheiten  d. 
Ham  u.  Sexual-Organe,  Bd.  15,  Heft.  1.  The  author  used  the  Nitze-Oberlander 
endoscope,  to  which  the  photographic  apparatus  was  connected. 

Catheterization  of  the  Ureters  and  Functional  Diagnosis  of  the  Kidneys. — 
By  Dr.  George  Kapsamer.  {Wiener  Klin.  Rundschau,  1903,  No.  51,  p. 
1417). 

Kapsamer  examined  the  urine  coming  from  each  kidney  in  six  men,  four  women 
and  twenty-two  dogs,  to  determine  whether  each  kidney  gives  an  equal  amount  of 
secretion  at  the  same  time.  The  urine  obtained  from  each  kidney  was  measured, 
its  specific  gravity,  and  the  time  necessary  for  sugar  to  appear  in  the  urine  after 
an  injection  of  phloridzin,  and  the  time  necessary  for  blue  to  appear  in  the  urine 
after  the  administration  of  methyl  blue,  were  carefully  determined.  In  dogs,  the 
weight  of  the  kidneys  was  taken. 

The  experiments  showed  that  the  two  kidneys  eliminated  an  unequal  amount  of 
secretion,  the  secretions  obtained  from  the  kidneys  were  quantitatively  and  qualita- 
tively different. 

A  New  Aero-Urethroscope. — By  Wasserthal.  (Annates  des  Maladies  des 
Organes  Gcnito-Vrinaires,  No.  9,  May  1,  1904,  p.  710). 

In  1887,  Antal  (Centralblatt  f.  Chirurgie,  1887)  invented  an  instrument  that 
he  called  "Aero-Urethroscope,"  with  which  he  endeavored  to  obtain  a  distension 
of  the  urethra  by  insufflation  of  air.  The  surfaces  of  mucous  membrane  can  be 
seen  in  a  much  more  dilated  condition.  , 

Without  knowledge  of  this  instrument  of  Antal,  the  author  had  another  con- 
structed to  obtain  this  ampullary  dilatation  under  the  control  of  sight.  The  in- 
strument of  Valentine  sufficed  as  a  basis,  to  which  he  made  very  slight  modifications. 
The  penetration  of  air  into  the  bladder  is  prevented  by  compressing  the  canal  of 
the  urethra  at  the  level  of  the  pubis.  The  advantages  this  instrument  presents 
over  the  ordinary  urethroscope  may  be  stated  as  follows: 

1.  A  larger  surface  of  mucous  membrane  can  be  seen  by  the  observer. 

2.  An  idea  of  the  conformation,  of  the  elasticity  and  of  the  resistance  of  the 
urethral  wall  can  easily  be  obtained,  especially  in  cases  where  the  modifications 
are  not  appreciable  to  the  bougie  a  boule. 

3.  The  compression  of  air  at  the  end  of  the  tube  gives  a  larger  field  of  vision; 
glands,  polyps  and  points  of  inflammation  appear  more  distinct. 

The  only  purpose  of  my  instrument  is  to  serve  for  the  precision  of  urethro- 
scope diagnosis.    The  application  of  the  method  has  its  limits. 

Prevention  of  Blennorrhea. — By  Dr.  Porosz.  (Monatsberichie  f.  Urologie,  9,  2, 
p.  69). 

For  the  prevention  of  blennorrhea,  the  author  has  recommended  for  a  number 
of  years  a  solution  of  1.2  per  cent,  of  pure  concentrated  nitric  acid  (50  per  cent). 
He  further  states  that  all  who  have  used  this  mode  of  prevention  have  not  con- 
tracted blennorrhea.    In  order  to  expedite  matters,  the  author  has  constructed  a  clap 
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syringe  which  can  be  carried  filled  in  the  pocket,  so  that  it  can  be  used  one  to  three 
hours  after  coitus. 

When  a  patient  has  had  a  clap,  (has  had  his  fingers  burned  once,  metaphorically- 
speaking)  then  comes  the  instinct  to  avoid  infection. 

The  same  solution  is  recommended  to  wash  out  the  vagina.  Some  women  have 
been  known  to  have  intercourse  with  30  men  in  one  night,  so  that  it  is  of  the 
utmost  importance  for  women  to  use  the  most  rigid  antiseptic  precautions.  It  is 
not  necessary  to  wash  out  the  uterus,  as  the  vagina  must  be  painfully  stretched  to 
accomplish  this  purpose. 

The  pure  concentrated  nitric  acid  is  very  cheap,  but  to  lessen  the  expense  a 
round  bulb  has  been  made  that  fits  into  the  vagina,  so  that  less  of  the  solution  need 
be  used.    The  vagina  holds  between  100  and  150  c.  cm. 

Suprarenin. — By  Dr.   Hecht.     (Muenchener  Medicinische   H'ochenschrift,  1904, 
No.  5,  p.  202 ) . 

The  value  of  preparations  of  the  suprarenal  capsules  has  been  recognized  for 
a  long  time,  particularly  in  urology.  There  are  three  preparations  in  the  market, 
namely: 

1.  Epinephrin  (American),  with  which  the  author  has  had  no  experience. 

2.  Adrenalin  (imported  from  England,  and  is  generally  known,  but  very 
expensive) . 

3.  Supranenin,  which  is  just  as  valuable  as  adrenalin. 

Recently,  the  Hochster  Farbenwerke  have  made  a  suprarenin  hydrochlor.  and 
a  suprarenin  crystillisat. ;  the  first  in  a  concentration  of  1:5000  to  1,000,  the  latter 
in  a  concentration  of  1-2:10000  exerts  a  most  decided  action.  Quite  recently  two 
other  forms  have  been  made  by  this  firm  that  are  easily  soluble,  namely:  suprarenin 
crystal,  puriss.  and  a  boric  acid  suprarenin. 

A  New  Instrument  for  Urethral  Injections  in  Blennorrhagia. — By  Dr.  G. 

Frakceschiki.  {Annales  des  Maladies  des  Organes  Genito-Urinaires,  May 
15.  1904,  P-  797)- 

Dr.  G.  Franceschini,  director  of  the  Dispensary  of  Vicenza,  has  had  constructed 
a  rubber  pear,  of  a  capacity  of  about  120  c.cm.,  and  a  glass  tube  divided  into  two 
compartments,  like  syringes  with  a  double  current,  so  that  one  entrance  is  for  the 
fluid  injected,  the  other  for  the  exit  of  this  liquid,  after  irrigation.  The  liquid  that 
has  served  for  the  irrigation  flows  out  by  an  orifice  on  the  inferior  part  of  the  glass 
tube.  By  closing  this  orifice  writh  the  finger,  continuous  irrigation  of  the  urethra 
can  be  secured. 

The  more  acute  the  blenorrhagic  process,  the  weaker  must  be  the  solutions  used. 
The  solutions  generally  preferred  are  those  of  permanganate  of  potash. 
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SIGNIFICANCE  OF  ALBUMINURIA. 


OTUGNO  (1770)  made  the  discovery  of  a  substance  in 


the  urine  of  dropsical  individuals  and  diabetics,  coagulated 


by  heat.  Thus  dropsies  were  divided  into  those  with  and 
without  albumen  in  the  urine,  until  Bright  (1827)  stated  that 
albumen  in  the  urine  denoted  an  affection  of  the  kidneys. 

Before  the  time  of  Bright  the  older  pathologists,  such  as 
Blackwell  and  Wells  regarded  albuminuria  as  a  sort  of  functional 
disorder,  a  secretion  or  transudation  of  the  blood  serum  only. 
They  had  omitted  to  observe  what  Bright  taught,  that  while  al- 
buminuria is  a  secretion  of  the  blood  serum,  it  is  not  a  mere  secre- 
tion, if  by  that  word  we  understand  a  functional  disorder,  as  in 
most  instances  it  denotes  certain  organic  changes  in  the  kidneys. 

Since  the  time  of  Bright  there  was  a  general  feeling  among 
physicians  and  the  public  in  general  that  since  albuminuria  was  a 
symptom  of  "Bright's  Disease,"  and  as  this  disease  was  generally 
considered  fatal,  that  albumen  when  found  in  the  urine  was  a  very 
serious  matter. 

However,  since  the  use  of  the  many  sensitive  tests  for  albumen, 
it  has  been  found  in  fine  traces  in  a  large  number  of  apparently 
healthy  individuals,  leading  to  the  view  that  albuminuria  may  be 
physiological,  i.  e.,  that  it  may  be  present  in  every  urine,  so  that 
if  not  found  it  is  on  account  of  insufficient  methods  of  examina- 
tion, as  it  is  contained  latent  in  infinitesimal  traces  in  the  urine  of 
healthy  individuals. 

Under  the  collective  name  of  functional  albuminuria,  all  kinds 
of  exudation  of  serum  albumen  have  been  embraced,  which  are 
not  caused  by  a  real  structural  change  of  the  kidneys.  However, 
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with  the  advancement  made  in  methods  of  examination,  as  finer 
traces  of  albumen  have  been  found,  finer  structural  changes  of  the 
kidneys  have  been  determined  in  a  greater  number  of  cases  of  al- 
buminuria, so  that  it  is  difficult  to  say  that  no  structural  changes 
are  present  because  we  have  not  found  them. 

Senator  states:  "I  am  not  inclined  to  regard  an  albuminuria 
as  'physiological,'  which  mounts  above  0.4-0.5  per  cent,  even  if 
everything  else  appears  to  denote  it."  This  is  a  purely  arbitrary 
line  of  division  between  a  physiological  and  a  pathological  terri- 
tory. The  absurdity  of  considering  that  as  soon  as  the  amount 
of  albumen  exceeds  a  certain  fraction  of  a  percentage  it  must  be 
caused  by  a  pathological  affection  of  the  kidneys  can  be  seen  at 
a  glance. 

Formerly  when  we  did  not  recognize  the  cause  of  a  disease  we 
called  it  idiopathic,  in  the  same  sense  we  can  speak  of  idiopathic 
albuminuria.  It  is  the  opinion  of  the  writer  that  as  more  micro 
scopical  examinations  are  made  of  kidneys  that  have  excreted  small 
amounts  of  albumen,  that  the  greater  will  be  the  number  of  patho- 
logical lesions  found,  corresponding  in  extent  and  grade  to  the 
quantity  of  albumen  excreted.  When  the  causes  are  alleviated, 
and  the  slight  tissue  changes  repaired,  the  prognosis  is  favorable, 
but  if  the  finer  changes  of  nutrition  persist,  the  albuminuria  be- 
comes chronic.  As  gonorrhea  as  an  inflammation  of  the  urethra 
is  the  beginning  of  a  process  whose  end  is  often  that  of  the  for- 
mation of  cicatricial  tissue,  so  the  beginning  of  an  albuminuria  is 
the  beginning  of  an  altered  state  of  the  secreting  cells  of  the  kid- 
neys that  may  result  in  the  formation  of  connective  tissue. 

Because  we  are  not  able  to  appreciate  all  the  causes  and  effects, 
it  should  not  lead  us  to  adopt  the  view  that  because  albumen  oc- 
curs in  small  amounts  in  certain  individuals  who  are  apparently 
healthy,  that  it  is  physiological  or  functional,  and  that  when  the 
albumen  exceeds  a  certain  fractional  amount  that  it  is  first  caused 
by  a  pathological  process. 
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THE  OATH  TAKEN  BEFORE  THE  BUST  OF  HIP- 
POCRATES. 

In  the  majority  of  cases  of  venereal  diseases  noted  in  medical 
literature,  woman  is  the  victim.  While  it  is  hoped  that  men  will 
approach  the  hymeneal  altar  either  pure  or  in  the  plenitude  of  re- 
gained health,  the  physician  cannot  reveal  the  secrets  confided  to 
him  in  the  course  of  his  professional  duty. 

Communications  made  to  the  physician  have  been  confidential 
since  the  earliest  times,  as  proved  by  the  oath  that  was  formerly 
taken  before  the  bust  of  Hippocrates  by  every  young  doctor  be- 
fore he  received  his  degree.  The  text  may  be  old-fashioned  but 
the  ideas  expressed  are  still  those  of  our  profession,  and  will  re- 
main so : 

"In  the  presence  of  the  professors  of  this  school,  and  my  dear 
comrades,  and  before  the  statue  of  Hippocrates,  I  promise  and 
swear,  in  the  name  of  the  supreme  being,  to  be  faithful  to  the  laws 
of  honor  and  probity  in  the  exercise  of  medicine.  I  will  attend 
the  poor  gratuitously,  and  I  will  never  demand  for  my  services 
more  than  I  have  earned.  When  I  am  admitted  into  the  houses, 
my  eyes  shall  not  see  what  passes,  my  tongue  shall  be  silent  as  to 
the  secrets  which  are  confided  to  me,  and  I  will  not  use  my  pro- 
fession either  to  corrupt  manners  or  aid  crime.  Respectful  and 
grateful  to  my  professors,  I  will  return  to  their  children  the  in- 
struction their  fathers  gave  me.  May  men  grant  me  their  esteem 
if  I  am  faithful  to  my  promises.  May  I  be  an  object  of  scorn  and 
derision  to  my  fellow  doctors  if  I  fail  to  keep  these  vows." 

As  Jullien  has  so  eloquently  stated:  "We  remain  constant  to 
these  traditions;  we  believe,  as  the  ancients  did,  that  whoever 
gives  us  his  confidence  becomes  our  client  in  the  Latin  sense — pro- 
tected; that  he  can  rely  upon  us;  and  it  must  be  so  for  the  good 
of  the  greatest  number,  though  it  may  be  to  the  prejudice  of  some 
private  interests.  To  anyone  who  questions  we  must  make  the 
regular  reply,  a  reply  which  has  not  changed  for  centuries,  and 
will  never  change.  We  must  declare  that  it  is  our  duty  to  remain 
silent." 


DIAGNOSIS  AND  TREATMENT  OF  TUBERCULOSIS 


OF  THE  KIDNEYS. 
By  Professor  Leopold  Casper,  Berlin. 

HOW  very  great  the  change  is,  which  has  taken  place  in 
the  pathogenesis,  diagnosis  and  therapie  of  renal  tuber- 
culosis, becomes  evident  when  we  contrast  the  utterances  of 
recognized  authorities  of  ten  years  ago  with  our  views  of  to-day. 

In  1892,  Stinzing  wrote:  "It  is  exceedingly  difficult  to  decide 
upon  the  indications  for  nephrectomy;  this  operation  would  be 
ideal  only  in  exclusively  unilateral  renal  tuberculosis,  however,  up 
to  the  present  time,  there  is  no  method  of  making  this  diagnosis 
with  certainty."  In  1895,  Albert,  the  well-known  and  famous 
Vienna  surgeon,  wrote:  "In  conclusion  I  mention  nephrectomy 
for  tuberculosis  of  the  kidneys  as  a  flagrant  error  of  the  time. 
Persons  have  been  found  to  perform  this  operation,  and  one  case 
is  said  to  have  been  successful."  Opposed  to  this,  the  gist  of  the 
matter,  as  all  modern  investigators  subscribe  with  me,  is:  At  the 
present  time  we  are  able,  almost  without  exception,  to  make  the 
diagnosis,  whether  a  renal  tuberculosis  is  bilateral  or  unilateral. 
We  have  sought  after  persons,  who  refuse  nephrectomy  in  proper 
cases  of  tuberculosis  of  the  kidneys,  but  have  found  none. 

For  a  good  part  this  divergence  is  explained  by  the  change 
of  comprehension  of  the  pathogenesis  of  nephrophthisis,  but  I 
will  only  devote  a  few  words  to  this  subject. 

Formerly  it  was  believed  that  most  cases  of  tuberculosis  of  the 
kidneys  took  their  origin  in  an  ascending  course,  that  they  mounted 
from  the  sexual  organs  and  the  bladder,  but  such  is  not  the  case. 
This  manner  of  extension  is  decidedly  the  exception;  the  rule  is 
a  primary  nephrophthisis,  of  hematogenous  origin. 

Phthisis  of  the  genital  organs  must  be  separated  from  that  of 
the  urinary  tract.  Genital  tuberculosis  begins  in  the  epididymis, 
prostate  or  seminal  vesicles  and  extends  fom  here  to  the  bladder. 
Tuberculosis  of  the  urinary  tract  begins  in  the  kidneys  and  at 
times  descends  to  the  bladder.  By  metastasis  foci  from  the  sexual 
organs  could  be  conveyed  to  the  kidneys  and  inversely  those  fom 
the  kidneys  could  be  transplanted  to  the  genital  organs.  It  hap- 
pens only  exceptionally  that  the  tubercular  process  ascends  from 
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the  bladder  into  the  kidneys.  The  following  observation  speaks 
for  the  correctness  of  this  view : 

In  numerous  cases  of  tuberculosis  of  the  kidneys,  which  have 
extended  to  the  bladder,  the  second  kidney  remains  free  of  tuber- 
culosis. If  ascension  were  a  common  mode  of  infection  of  the  kid- 
ney, then  as  a  result  of  long  standing  vesical  tuberculosis  the  second 
kidney  would  have  to  become  infected;  this  would  have  to  be  all 
the  more  so,  as  there  are  nearly  always  severe  inflammatory  vesical 
changes,  which  contract  the  bladder  and  diminish  its  capacity  very 
greatly,  therefore  causing  often  repeated  severe  contractions  of  the 
bladder,  whereby  the  contents  of  the  bladder  are  pressed  into 
the  ureter  of  the  healthy  side.  But  neither  does  the  infection  oc- 
cur in  this  way,  nor  has  the  tuberculous  process  the  tendency  to 
mount  to  the  kidney  in  the  wall  of  the  ureter. 

If  an  ascending  course  of  tuberculosis  were  the  common  one, 
double-sided  tuberculosis  of  the  kidneys  would  have  to  be  nearly 
always  found.  Luckily  nearly  all  cases  of  tuberculosis  of  the  kid- 
neys are  unilateral,  if  a  diagnosis  is  made  early  enough.  The 
pathological-anatomical  proof  that  at  autopsies  tuberculosis  of  the 
kidneys  is  often  found  to  be  bilateral  proves  just  as  little  against 
my  statement  as  the  fact  that  numerous  operators  give  high  per- 
centages of  bilateral  tuberculosis  of  the  kidneys. 

Only  the  statements  of  those  who  find  unilateral  renal  tuber- 
culosis are  conclusive,  since  everything  depends  upon  the  time  at 
which  one  diagnoses  the  disease.  The  later  this  occurs  the  more 
frequently  will  one  find  bilateral  disease,  since  it  may  be  easily 
understood  that  with  long  duration  of  the  disease  the  tubercle 
bacilli  from  the  one  kidney  are  deposited  by  means  of  the  blood 
in  the  other. 

Now,  however,  we  possess  sufficient  cases  taken  from  the  liter- 
ature and  from  my  own  observations  which  prove  conclusively  that 
tuberculosis  of  the  kidney  almost  always  begins  unilaterally.  I 
have  at  my  disposal  19  cases  of  renal  tuberculosis  operated  upon, 
which  came  under  observation  sufficiently  early,  in  which  the  result 
of  the  operation  or  necropsy  furnished  the  proof  that  the  second 
kidney  was  entirely  free  of  tuberculosis.  The  same  view  has  been 
expressed  by  Kiister,  Kronlein  and  Kiimmel  upon  the  basis  of  their 
own  material  and  that  of  other  operators. 

How  great  the  practical  significance  the  knowledge  of  the  de- 
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scribed  pathogenesis  of  renal  tuberculosis  is  we  shall  see  later  in 
the  consideration  of  the  therapie. 

But  first  let  us  decide  the  problems  of  diagnosis.  At  the  start 
let  us  state  that  kidney  tuberculosis  occurs  much  more  frequently 
than  zvas  formerly  thought  to  be  the  case  and  much  more  fre- 
quently than  it  is  diagnosticated.  That  in  part  results  from  the 
fact  that  the  disease  up  to  a  certain  point  presents  no  symptoms 
at  all.  The  patients  feel  absolutely  well  and  have  no  complaints 
whatever  which  would  lead  them  to  consult  the  physician.  On 
the  other  hand,  the  objective  symptoms,  particularly  the  turbid, 
purulent  urine,  are  misinterpreted.  All  the  diseases  with  purulent 
urine  are  frequently,  even  at  the  present  time,  placed  under  the 
general  diagnosis  of  vesical  catarrh. 

The  subjective  symptoms  such  as  pain  on  micturition,  increased 
frequency  of  micturition,  pain  in  the  renal  region,  sensitiveness  to 
such  in  the  same  region  are  of  little  value,  since  they  may  all  be 
absent  and  because  they  also  occur  with  other  diseases  of  the 
urinary  organs. 

I  should  like  to  draw  attention,  since  this  is  not  generally 
known,  to  the  attacks  of  colicky  pains,  which  occur  with  renal 
tuberculosis  as  with  every  other  kidney  and  ureteral  affection,  with 
which  a  temporary  occlusion  of  the  urinary  passage  takes  place. 
Whether  this  occlusion  occurs  as  a  result  of  cheesy  particles  or 
folding  or  stricture  of  the  ureter,  there  occur,  not  always,  but  at 
times,  severe  colics  with  vomiting  and  sweating,  as  we  know  them 
to  occur  in  colics  due  to  renal  calculi. 

It  is  frequentlv  reported  and  taught  that  the  general  appear- 
ance and  the  condition  of  the  patient  give  us  valuable  aid.  My 
experience  contradicts  this.  It  is  natural  that  advanced  cases 
in  which  the  disease  has  already  existed  for  many  years,  and  in 
whom  not  seldomly  still  other  affections  or  localisations  are  present, 
would  be  marked  by  an  appearance  of  disease.  The  patients  are 
pale,  anemic,  often  of  a  yellow  color,  their  general  nutrition  has 
suffered  and  they  have,  in  spite  of  a  good  appetite,  grown  thinner. 

Opposed  to  this,  however,  are  numerous  cases  of  beginning  and 
even  advanced  disease,  in  whom  the  exterior  absolutely  does  not 
betrav  how  severe  a  disease  is  present,  the  look  of  these  patients 
may  be  even  blooming.  They  have  a  good  appetite  and  do  not 
lose  flesh.    It  is  as  though  one  had  to  deal  with  a  purely  local  af- 
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fection  in  which,  with  the  exception  of  the  tuberculous  renal  focus, 
the  entire  organism  has  remained  free. 

So  we  see,  that  from  the  subjective  symptoms,  there  is  little 
to  be  done  in  the  event  of  the  diagnosis  of  renal  tuberculosis. 
They  can  only  draw  our  attention  to  the  fact  that  we  may  possibly 
have  to  deal  with  a  tuberculosis,  and  lead  us  to  make  an  exact 
objective  examination. 

Among  the  objective  symptoms,  according  to  their  importance, 
the  first  position  should  be  given  to  the  changes  in  the  urine.  We 
exclude  these  cases  in  which  the  urine  shows  absolutely  no  varia- 
tions from  the  normal  and  in  which  the  first  hematuria  leads  us  to 
suspect  the  diagnosis  of  tuberculosis.  These  cases  are  not  really 
frequent,  and  in  the  absence  of  subjective  symptoms  previous  to 
the  hemorrhage  not  recognizable  for  us.  It  is  certain  that  nu- 
merous cases  of  tuberculosis  pass  through  this  stage,  that  for  a 
time  the  tuberculous  process  is  established  in  the  kidney  before  we 
get  subjective  or  objective  symptoms.  It  is  clear,  however,  that 
we  never  see  the  disease  in  this  stage,  since  patients  who  have  no 
symptoms  and  in  whom  there  is  no  change  from  the  normal,  do  not 
go  to  the  physician. 

The  urinary  changes  consist  of  the  presence  of  pus,  blood, 
microscopically  or  macroscopically  visible,  casts,  albumen,  epithe- 
lia.  It  may  be  briefly  said  that  the  finding  of  one  or  other  of  these 
elements  does  not  take  us  much  further,  since  a  part  of  them  may 
be  absent  and  as  they  occur  with  other  diseases  of  the  urinary  tract. 
It  is  important,  however,  to  note  that  exclusive  of  the  above- 
mentioned  cases  of  initial  hematuria,  pus  cells  are  hardly  ever  ab- 
sent. 

Conclusive  alone,  then,  would  be  the  finding  of  tubercle  bacilli, 
whose  confusion  with  the  smegma  bacillus  must  not  be  forgotten.* 
We  found  them  in  80  per  cent,  of  the  cases. 

More  difficult  are  the  cases  in  which  tubercle  bacilli  cannot  be 
found  in  spite  of  repeated  and  diligent  search. 

For  these  let  it  be  first  borne  in  mind  that  the  absence  of  all 
bacteria  in  cystitic  urine  is  most  suspicions.  It  is  well  known  that 
in  the  presence  of  tubercle  bacilli  other  micro-organisms  are  usu- 
ally absent.  Tuberculous  urine,  in  which  no  tubercle  bacilli  can  be 

*  D.  Med.  Wochenschrift,  1900,  No.  41  and  42,  and  "Die  Deutsche  Klinik"  (v. 
Leyden,  Klemperer)  Nierentuberculose  von  L.  Casper. 
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found,  is  distinguished  by  the  fact  that,  not  always,  but  very  often, 
no  other  micro-organisms  are  found.  It  is  here  just  as  it  is  with 
pleural  affusions:  if  no  tubercle  bacilli  and  no  other  micro-organ- 
isms are  present,  then  we  most  frequently  have  to  deal  with  tuber- 
culosis. 

Such  a  finding  must  then  always  excite  our  suspicion  and  lead 
us  to  employ  other  means  to  clear  up  the  diagnosis,  such  as  culture 
experiments  and  inoculation. 

Not  absolutely  certain,  but  offering  a  support,  is  the  culture 
experiment  for  which  Suter  speaks.  If  cultures  are  made  upon 
the  ordinary  nutrient  media  with  urine  from  the  bladder,  which 
has  been  taken  by  means  of  a  sterile  catheter,  then  in  the  ordinary 
pyogenic  infections  some  micro-organisms  always  grow  upon  the 
culture  medium.  With  tuberculous  urine,  on  the  contrary,  usually 
nothing  grows,  since  tubercle  bacilli  do  not  develop  upon  ordinary 
nutrient  media.  As  in  many  cases  of  renal  tuberculosis,  the  urine 
contains  no  other  bacteria  than  tubercle  bacilli,  the  result  of  this 
examination  carries  a  certain  weight. 

I  say  a  certain  importance,  since  it  is  not  absolutely  free  from 
objection,  because  we  have  renal  tuberculosis,  in  which  a  mixed  in- 
fection is  present  and  in  which,  besides  the  tubercle  bacilli,  we  find 
other  bacteria  (Bact.  coli,  Staphylococci,  etc.). 

Absolutely  positive,  even  though  consuming  much  time,  is  the 
inoculation  of  guinea-pigs.  We  have  given  up  completely  the 
anterior  ocular  chamber  of  the  rabbit  and  now  employ  only  guinea- 
pigs,  into  whom  we  have  inoculated  the  urinary  sediment  which 
has  been  centrifuged  and  washed  with  sterile  water  and  injected 
intraperitoneally  and  subcutaneously.  For  one  year  we  have  em- 
ployed, with  the  best  result,  the  procedure  advocated  by  our  col- 
league Belgard,  of  the  Royal  Pulmonary  Policlinic  in  Berlin. 

The  guinea-pigs  got  at  first  0.5  of  the  old  Koch's  tuberculin 
T.  R.  This  is  to  prove  that  they  were  not  tuberculous  prior  to 
the  inoculation.  If  they  are  tuberculous  then  this  dose  is  deadly 
to  them.  If  they  are  still  alive  several  days  after  this  injection, 
then  we  may  assume,  with  a  fair  degree  of  certainty,  that  they  are 
not  tuberculous.  In  this  case  the  one  receives  an  injection  into 
the  peritoneal  cavity  of  the  washed  urinary  sediment  mixed  in 
about  0.2  of  sterile  water.  The  other  receives  the  same  quantity 
subcutaneously.    If  the  urine  contains  tubercle  bacilli,   then  we 
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will  find  with  absolute  certainty  in  the  latter,  in  from  3  to  4 
weeks,  large,  even  externally  palpable  glands  in  the  region  of  the 
fore  and  hind  feet,  according  to  the  point  at  which  one  inoculated. 
The  glands  are  already  partly  in  a  stage  of  cheesy  degeneration 
and  contain  tubercle  bacilli. 

The  intraperitoneally  inoculated  guinea-pigs  develop  a  general 
miliary  tuberculosis.  They  are  killed  after  six  weeks  and  we  find 
the  characteristic  nodules  on  the  peritoneum,  omentum,  spleen, 
lungs,  kidneys  or  in  single  ones  of  these  organs. 

If  we  find  neither  glands  in  those  which  were  subcutaneously 
inoculated,  nor  nodules  in  those  peritoneally  inoculated,  then  we 
may  be  certain  there  were  no  tubercle  bacilli  present  in  the  urine, 
and  may  say  the  purulent  process  in  question  is  not  tuberculous. 

The  tuberculin  reaction  cannot  take  the  place  of  inoculation. 
It  has  been  proven,  by  the  recent  investigations  of  Naegeli  and 
others,  that  the  large  majority  of  all  persons  have  tuberculous 
foci  somewhere  in  the  body  without  being  tuberculous,  consequent- 
ly we  have  to  differentiate  between  a  real  tuberculous  disease  and 
latent  tuberculous  foci  which  do  not  become  noticeable.  If  the 
persons  who  have  only  latent  tuberculous  foci  also  react  to  tuber- 
culin, then  the  positive  result  of  the  reaction  cannot  serve  as  a 
means  to  differentiate  whether  a  suppurative  process  of  the  urin- 
ary tract  is  of  tuberculous  nature  or  not.  The  communication  of 
Schliiter,  of  the  clinic  in  Rostock,  that  with  smaller  doses  of  Koch's 
tuberculin  (0.2)  only  those  persons  react  who  are  actively  tuber- 
culous, that  is,  who  are  really  sick,  while  those  who  have  old,  in- 
active foci  seldom  or  never  react  thereto  has  not  yet  been  sub- 
jected to  further  proof  and  consequently  cannot  be  regarded  as 
proven.  So  experienced  an  observer  as  Albert  Frankel  expresses 
himself  very  sceptically  concerning  the  view  of  Schliiter.  I,  too, 
am  of  the  opinion  that  tuberculin  is  not  able  to  give  us  the  exact 
differentiation  between  inactive  (latent)  and  active  tuberculosis. 
Added  to  this,  the  fact,  which  Schliiter  describes  as  small  (0.2), 
does  not  seem  to  me  to  be  without  gravity.  Anyone  who  really 
has  a  renal  tuberculosis,  which  has  been  previously  slumbering  or 
giving  few  symptoms,  might  be  made  quite  ill  thereby.  It  is  to  be 
feared  that  the  tuberculosis  might  become  active  and  spread 
through  the  body. 

We  must,  therefore,  for  the  present,  omit  the  inoculation  with 
tuberculin  and  adhere  to  the  animal  experiment. 
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But  even  the  finding  of  tubercle  bacilli  or  the  positive  result 
of  inoculation  is  said  not  to  be  conclusive,  according  to  a  number  of 
authors,  and  most  recently  Kiister,  of  Marburg.  The  bacilli,  it  is 
said,  may  be  excreted  through  the  kidneys  without  those  organs 
necessarily  being  tuberculous  as  a  result.  But  what  is  the  relation 
to  this  excretory  tuberculosis  * 

It  is  true  that  in  phthisical  patients  in  an  advanced  stage  severe 
nephritides  occur,  in  which  the  glomeruli  are  diseased  to  such  an 
extent  that  they  allow  the  bacilli  coursing  in  the  blood  to  pass 
through.  This  has  not  been  proven  up  to  the  present  time  in 
healthy  persons. 

These  latter  cases,  however,  present  themselves  to  the  ex- 
perienced physician  at  once  as  cases  of  severe  phthisis,  in  which 
the  occurrence  of  tubercle  bacilli  in  the  urine  takes  place  only  as  an 
accompaniment  of  the  pulmonary  affection,  but  which  cannot 
simulate  a  renal  tuberculosis,  since  all  the  other  symptoms  of  renal 
tuberculosis  are  lacking.  They,  therefore,  do  not  enter  into  con- 
sideration, as  a  renal  tuberculosis  with  which  an  advanced  pul- 
monary phthisis  exists  is  not  made  the  object  of  special  treatment. 

If  one,  however,  desires  a  positive  proof  in  this  direction  in 
a  particular  case,  then  we  may  obtain  this  through  ureter  catheter- 
ism.  If  we  have  to  deal  with  an  excretory  tuberculosis  in  a 
nephritis,  then  the  bacilli  must  pass  through  both  kidneys,  as  has 
been  corroborated  by  the  pathological-anatomical  examinations  of 
Orth,  Friedrich  and  Nosske.  Let  us  add  here,  in  order  to  destroy 
the  favorite  fairy-tale  of  a  unilateral  nephritis:  a  unilateral  neph- 
ritis, in  the  sense  of  Bright's  disease,  does  not  exist.  This  is  a 
disease  in  which  the  harmful  agent  approaches  the  kidney  by 
means  of  the  blood,  and  as  a  result  is  always  bilateral.  In  my  ex- 
aminations covering  a  series  of  over  fifty  cases  of  nephritis,  we 
always  found  the  disease  bilateral.  Contrary  to  this,  as  we  dis- 
tinctly stated  above,  renal  tuberculosis  always  begins  unilaterally. 

Let  us  assume  now  that  we  had  decided  that  the  process  in 
question  is  really  tuberculous,  even  then  the  requirements  of 
diagnosis  are  in  no  way  exhausted. 

//  further  proof  is  necessary  as  to  what  part  of  the  urinary  tract 
the  tuberculous  process  is  located  in,  whether  in  the  bladder  or  in 
the  kidneys,  in  the  latter  case  whether  in  both  or  only  in  one  kid- 

Ref.  i  Cohnheim;  2  Orth;  3  Ernest  Meyer;  4  Friedrich  and  Nosske;  5  D'Arige; 
6  Schweitzer;  7  Solus;  8  Tamago;  9  Fullerton,  Xillier;  10  Wysokowitsch. 
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ney.  If  only  one  kidney  is  the  seat  of  tuberculosis,  we  must  finally 
obtain  definite  information  as  to  whether  the  second  non-tubercu- 
lous kidney  is  also  free  from  other  earnest  pathological  processes, 
and  whether  it  functions  sufficiently  to  permit  of  a  severe  opera- 
tion on  the  sister  organ. 

For  the  first  question,  whether  the  kidney  or  bladder  is  the 
seat  of  the  tuberculosis,  we  dare  not  forget  what  we  previously 
mentioned,  that  in  cases  of  pure  tuberculosis  of  the  urinary  tract, 
in  which  the  genital  tract  is  sound,  we  usually  have  to  deal  with 
a  primary  tuberculosis.  Only  in  exceptional  cases  does  a  primary 
vesical  tuberculosis  occur. 

Further  we  must  decide : 

Which  kidney  is  the  seat  of  the  tuberculous  process? 

Upon  this  point  the  subjective  symptoms  of  the  patient  help 
us  to  a  certain  extent.  All  pain  and  sensitiveness  may  be  wanting. 
If  one  is  present,  however,  then  it  is  always  upon  the  diseased 
side.  I  have  never  observed,  as  may  occasionally  occur  with  calculi, 
that  the  pain  may  be  experienced  upon  the  healthy  side. 

A  great  importance  for  the  question  under  discussion  has  been 
ascribed  to  renal  palpation.  This  method  of  examination  is  cer- 
tainly very  valuable  and  should  never  be  lost  sight  of,  but  we  dare 
not,  as  a  result  of  a  few  exceptional  cases,  ascribe  more  to  it  than 
it  offers. 

Kidneys  which  are  the  seat  of  tuberculous  disease  are  usually 
enlarged,  and  naturally  one  can  feel  these  enlarged  kidneys  if  they 
are  not  hidden  under  the  costal  arch,  or  if  a  marked  panniculous 
adiposus  does  not  prevent  palpation. 

But  a  tuberculous  kidney  may  also  be  very  small.  I  show  you 
here  a  minute  organ  which  I  obtained  through  nephrectomy; 
furthermore,  it  may  be  doubtful,  even  to  the  most  experienced  ex- 
aminer, whether  the  organ  palpated  really  is  the  kidney.  Finally, 
it  is  necessary  to  mention  with  all  emphasis,  that  an  enlargement 
of  the  kidney  does  not  necessarily  prove  that  it  is  diseased.  Any- 
one who  would  wish  to  decide  that  upon  this  side  is  the  diseased 
kidney,  and  that  on  the  side  where  there  is  nothing  to  be  felt  lies 
the  sound  kidney,  would  be  apt  to  go  astray  very  frequently.  Most 
recently  we  have  seen  two  cases  in  both  of  which  the  enlarged  kid- 
ney was  the  relatively  healthy  one.  The  other  non-palpable  kid- 
ney had,  in  both  instances,  been  destroyed  by  tuberculosis,  while 
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the  large  palpated  kidney  represented  the  compensatorily  hyper- 
trophied  organ,  also  diseased,  but,  nevertheless,  less  diseased  than 
the  smaller  kidney  of  the  other  side. 

I  show  you  the  preparation  of  the  very  instructive  case  which 
has  been  given  me  by  a  colleague.  The  large  and,  as  a  result  of 
palpation,  supposedly  diseased  kidney,  removed  by  operation,  was 
the  relatively  sound  kidney  which  was  maintaining  the  life  of  the 
patient.  As  a  result,  death  occurred  from  uremia  two  days  after 
its  removal.  You  see  that  the  small  kidney,  which  was  left  be- 
hind, was  the  more  diseased,  almost  entirely  destroyed  organ. 

Consequently,  let  us,  as  the  proverb  says,  "qui  trop  embrasse, 
mal  etreint"  with  all  regard  for  the  value  of  palpation,  not  over- 
estimate it. 

We  shall  practice  it  in  every  case,  but  we  shall  know  that  we 
must  complete  it  by  cystoscopy  and  ureteral  catheterism,  those  two 
methods  of  examination  which  have  led  to  an  unexpected  stimulus 
and  advance  in  the  diagnosis  of  renal  diseases. 

{To  be  concluded  in  the  December  number.) 

NEPHROTOMY    AND    URETEROTOMY    FOR  IM- 
PACTED URETERAL  CALCULUS. 

By  Willy  Meyer,  M.  D.,  New  York. 

Professor  of  Surgery  to  the  New  York  Post-Graduate  Medical  School  and  Hospital; 
Attending  Surgeon  to  the  German  Hospital;    Consulting  Surgeon  to  the 
New  York  Skin  and  Cancer  Hospital  and  the  New  York  Infirmary. 

Read  before  the  annual  meeting  of  the  American  Urological  Ass'n,  Atlantic  City, 

June,  1904. 

CYSTOSCOPY,  catheterization  of  the  ureters,  with  the 
wax-tipped  catheter  in  the  female,  analysis  of  the  separate- 
ly collected  specimens  of  urine,  and  radiography,  have  in- 
creased the  possibilities  of  establishing  the  definite  diagnosis  of 
the  presence  of  a  renal  or  ureteral  calculus  to  such  an  extent  that 
the  surgeon  nowadays  generally  attacks  these  cases,  not  in  an  ex- 
ploratory manner,  but  with  the  full  expectation  of  finding  the 
stone,  the  presence  and  location  of  which  he  has  been  able  to  de- 
termine beforehand.  However,  that  this  satisfactory  condition 
of  affairs  does  not  exist  in  every  case,  we  all  know.  The  obesity 
of  a  patient,  the  penetrability  of  the  calculus  by  the  X-rays,  lack 
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of  proper  experience  and  dexterity  of  the  radiographist,  deceiving 
shadows  in  the  negative,  etc.,  are  factors,  any  one  of  which  may 
mar  the  result  of  this  preliminary  examination  and,  hence,  render 
uncertain  or  even  impossible  the  diagnosis  by  means  of  the  rays. 
On  the  other  hand,  cystoscopy  and  catheterization  of  the  ureters 
alone,  without  the  support  of  the  rays,  can  not  always  be  abso- 
lutely relied  upon  to  establish  the  diagnosis  of  calculosis  in  the 
upper  urinary  tract,  especially  in  the  male  subject. 

To  show  how,  also,  at  times,  adverse  circumstances  can  in- 
terfere with  our  endeavors  to  make  use  of  the  modern  diagnostic 
means,  I  should  like  to  cite  the  history  of  a  patient  who  came  un- 
der my  observation  some  time  ago : 

Mrs.  X,  29  years  of  age,  had  had  repeated  attacks  of  pain  in 
the  left  loin  during  the  last  15  years.  I  first  saw  her  on  the  21st 
of  September,  1902,  in  consultation  with  her  family  physician, 
Dr.  Albert  Kohn,  of  this  city,  during  an  attack  of  acute  pye- 
lonephritis on  the  left  side.  She  had  been  very  sick  for  six  days, 
but  felt  considerably  better  at  the  time  I  was  called.  All  symp- 
toms subsiding,  it  was  decided  to  wait  a  few  days  and  then  have 
a  radiograph  taken  and  do  additional  catheterization  of  the 
ureters,  if  necessary.  Before  this  plan  could  be  carried  out  she 
developed  another  severe  attack  of  inflammation  of  the  left  kid- 
ney, necessitating  her  removal  to  the  hospital.  It  took  more  than 
a  week  before  normal  conditions  were  reached  again;  during 
this  time  her  symptoms  were  not  sufficiently  grave  to  make  prompt 
operative  intervention  imperative.  Vaginal  examination,  made 
with  the  view  of  palpating  the  lower  portion  of  the  ureter,  proved 
negative.  Just  as  all  was  ready  for  the  contemplated  work  an- 
other acute  and  most  severe  attack  of  inflammation  came  on,  this 
time  demanding  immediate  operation,  which  latter  was  done  at  the 
German  Hospital,  on  October  3d.  A  posterior,  longitudinal  in- 
cision was  employed.  The  kidney  which  could  be  brought  in  front 
of  the  wound  only  after  resection  of  the  twelfth  rib  was  of  a 
deep  bluish-red  color,  much  swollen  and  extremely  brittle;  scat- 
tered all  over  its  surface  were  numerous  minute  miliary  abscesses. 
Bacteriologic  examination  made  of  the  contents  of  one  of  these 
abscesses  showed  the  colon-bacillus  in  pure  culture. 

It  surely  seemed  best  for  the  patient,  at  that  moment,  to  re- 
move the  kidney.    But  cystoscopy  had  not  been  done  and  the  con- 
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dition  and  working  power  of  the  opposite  kidney  had  not  been 
ascertained.  Radical  interference,  therefore,  was  out  of  question. 
Under  compression  of  the  renal  vessels,  by  the  fingers  of  the  first 
assistant,  an  incision  one  inch  long  was  now  made  in  the  middle 
third  of  the  convexity  of  the  organ,  somewhat  posterior  to  the 
highest  line  of  the  curve,1  with  the  idea  of  striking  the  normal 
anatomical  division  of  the  anterior  and  posterior  arterial  system 
of  the  kidney.  Through  this  incision  the  finger  was  then  gently 
pressed  forward  into  the  renal  pelvis.  No  stone  was  encountered, 
a  fact  which  had  also  been  ascertained  by  careful  palpation  of  the 
pelvis  from  without;  nor  did  metal  probes  of  various  calibre, 
introduced  into  the  ureter  through  the  pelvis,  strike  one.  Flexible 
bougies,  however,  gently  pushed  down,  met  an  obstruction  about 
6-8  inches  below  the  upper  entrance  into  the  ureter.  Sterilized 
boric  water  injected  through  a  small  catheter  with  end-hole,  in- 
troduced into  the  ureter  from  above,  returned  in  a  gush.  There 
surely  was  an  obstruction  to  the  normal  downward  flow,  due 
either  to  the  presence  of  a  calculus  or  a  stricture.  The  patient's 
condition,  of  course,  forbade  proceeding  at  once  with  a  ureteral 
operation.  Hence,  a  drainage  tube  and  a  strip  of  sterile  gauze 
were  placed  in  the  renal  pelvis  and  the  borders  of  the  renal  wound 
stitched  to  the  muscles  on  either  side  in  the  depth  of  the  incision. 
The  entire  wound  was  left  open  and  loosely  packed.  The  patient 
made  an  uninterrupted,  but  slow  recovery,  regaining  strength  only 
in  the  course  of  weeks.  A  fistula  through  which  the  greater  part 
of  the  urine  was  discharged,  persisted  in  the  middle  of  the  scar. 
The  facilities  at  the  hospital  for  taking  an  X-ray  photograph  being 
temporarily  disturbed  at  that  time,  it  was  decided  to  first  catheter- 
ize  the  ureters.  This  was  done  on  November  25th.  Not  know- 
ing whether  a  stricture  or  a  stone  would  be  found,  a  Kelly's  metal 
ureteral  catheter,  smallest  size,  was  employed.  Under  local 
anaesthesia,  with  the  patient  in  the  knee-chest  posture,  this  was  in- 
troduced on  the  left  side.  Three  to  four  inches  upward  a  re- 
sistance was  encountered  which,  however,  could  be  overcome  by 
gentle  pressure.  Withdrawing  the  mandrel  of  the  catheter,  17 
c.c.  of  bloody  urine  ran  off  in  a  continuous  current.  It  was  clear 
that  this  quantity  of  urine  had  been  pent  up  in  the  upper  part  of  the 
urinary  tract.    Then  the  upper  portion  of  the  ureter  and  renal 
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pelvis  were  washed  out  with  sterile  boric  acid  solution  until  the 
water  returned  clear.  There  was  no  pain.  The  patient  had  been 
turned  upon  her  back  during  this  procedure.  At  last  a  larger 
amount  of  water  was  injected  and  the  catheter  slowly  withdrawn, 
when  the  flow  suddenly  ceased.  Then  drawing  out  the  catheter 
some  six  to  eight  millimetres  further,  the  water  started  to  flow 
again.  On  continuing  to  withdraw  the  instrument  further  the 
same  phenomenon  was  observed  at  a  place  situated  about  one  to 
two  centimetres  nearer  the  bladder,  being,  however,  of  shorter 
duration  than  the  first  one.  At  no  time  was  there  any  sensation 
of  grating.  Conclusion :  Stricture  present,  not  very  high  up, 
perhaps  produced  by  one  or  more  calculi,  probably  situated  in 
lateral  pouches.  A  wax-tipped  catheter  inserted  right  afterward 
showed  a  decided  mark.  Diagnosis :  Impacted  ureteral  calculus. 
In  order  to  make  the  diagnosis  doubly  sure,  an  X-ray  picture  was 
taken.  This  showed  two  calculi  in  the  pelvic  part  of  the  ureter 
a  short  distance  apart,  the  upper  larger  than  the  lower  one.  (See 
Plate  I,  Fig.  1.)  Two  days  later  the  lower  smaller  calculus  was  dis- 
charged per  urethram ;  it  had  evidently  been  dislodged  by  the  va- 
rious instruments  that  had  been  used.  It  was  accidentally  thrown 
away  by  the  nurse.  Vaginal  examination  now  shows  a  hard,  pain- 
ful nodule  on  the  left  side,  about  three  inches  above  the  mouth  of 
the  ureter.  In  view  of  the  former  negative  result  of  the  vaginal 
examination,  it  had  to  be  assumed  that  the  upper  stone  had  become 
loosened  and  descended  somewhat. 

December  3,  1902:  Abdominal  ureteral  lithotomy;  incision 
beginning  three  fingers'  width  above  the  omphalo-spinous  line,  mid- 
way between  McBurney's  point  and  the  ant.  sup.  spine.  Ab- 
dominal wall  incised  layer  by  layer;  some  properitoneal  fat.  Peri- 
toneum easily  peeled  off;  entrance  to  pelvis  difficult;  therefore, 
lengthening  of  the  incision  downward  and  inward  (hockey-stick). 
Sheath  of  rectus  opened,  but  muscle  not  incised.  Double  ligation 
of  epigastric  plexus.  Now  access  to  small  pelvis  easy.  Ureter 
attached  to  peritoneum  in  upper  portion  of  wound;  well  defined; 
is  not  loosened.  On  pulling  the  same  upward,  its  direction  down 
into  the  pelvis  is  well  demonstrable.  With  the  patient  in  a  pro- 
nounced Trendelenburg's  posture,  a  hard,  small  mass  is  palpable, 
corresponding  exactly  to  the  place  where  the  uterine  artery  crosses 
the  ureter.    It  can  be  pushed  neither  upward  nor  downward. 
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Therefore,  double  ligation  and  division  of  the  uterine  artery  and, 
with  the  finger  placed  below  the  ureter,  lifting  it  slightly,  in- 
cision of  the  latter.  A  rough  calculus,  the  size  of  a  large  bean,  is 
then  easily  removed.  (See  Plate  I,  Fig.  2.)  The  ureteral  mucous 
membrane  is  much  thickened.  A  probe  thereupon  introduced  and 
pushed  toward  the  bladder,  does  not  meet  any  resistance ;  flexible 
bougies  of  larger  dimensions  easily  pass  the  ureteral  orifice.  The 
ureter  appears  dilated  for  3-4  inches  upward,  from  which  fact  the 
inference  may  be  drawn  that  the  descent  of  the  stones  took  place 
within  the  last  weeks  only.  The  ureteral  wound  is  closed  by  six 
interrupted  catgut  sutures,  without  catching  the  mucous  mem- 
brane; a  gutter  drainage  and  small  aseptic  gauze  tampon  are 
placed  into  the  small  pelvis,  (the  tampon  covering  the  ureteral 
wound),  both  finding  a  common  point  of  exit  at  the  lower  angle 
of  the  hockey-stick  incision;  then  careful  layer  suture  of  the  en- 
tire abdominal  wound.  The  patient  stood  the  operation  extremely 
well.    The  lumbar  fistula  closed  soon  afterward. 

It  may  be  of  interest  to  state  that  on  May  6th,  1903.  the 
patient  again  had  to  undergo  an  operation;  this  time  for  right 
pyosalpinx  and  perforated  ovarian  abscess.  She  made  a  rapid 
recovery. 

The  foregoing  case  shows  what  an  amount  of  usually  unneces- 
sary work  may  have  to  be  done  in  these  cases  if  conditions 
arise  that  render  impossible  the  establishment  of  a  strict  diagnosis 
with  the  assistance  of  our  present  means.  It  also  shows  into  how 
serious  a  condition  a  patient  may  be  thrown  by  a  colon  bacillus 
infection  of  the  upper  renal  tract  if  normal  urinary  drainage  is 
interfered  with. 

An  examination  made  of  her  urine  on  October  17,  1904,  by 
Dr.  Albert  Kohn,  showed  the  same  absolutely  clear  and  normal. 

In  the  course  of  the  last  year  it  has  been  my  lot  to  come  across 
two  patients  who  died  from  most  acute  sepsis  due  to  ureteral  ob- 
struction by  stone.  The  one,  a  gentleman  of  62  years  of  age,  had 
been  successfully  operated  upon  by  me  for  prostatic  enlargement 
by  means  of  perineal  prostatectomy.  Shortly  before  the  opera- 
tion sudden  retention  for  the  first  time  had  set  in  with  unmistak- 
able symptoms  of  right  renal  colic.  A  slight  second  attack  oc- 
curred during  convalescence  from  the  operation.  However,  he 
had  entirely  recovered;  there  was  no  residual  urine  and  he  was 
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on  the  point  of  going  west  seven  months  after  the  operation,  when 
he  was  suddenly  stricken,  while  riding  in  a  car,  with  a  severe  chill 
and  intense  abdominal  pain,  vomiting  and  other  symptoms  which 
could  well  have  been  construed  as  being  signs  of  an  attack  of  acute 
appendicitis;  but,  mindful  of  the  former  attacks,  the  diagnosis  of 
acute  pyelonephritis,  due  to  a  calculus,  was  made.  During  the 
next  twelve  hours  another  chill  set  in,  followed  by  such  immedia- 
tely profound  prostration  that  the  operation,  at  once  performed, 
could  not  save  him.  The  pelvis  of  the  kidney,  when  incised,  clear- 
ly demonstrated  a  much  swollen  mucous  membrane,  with  an  area 
of  pressure-necrosis  evidently  caused  by  a  stone  held  there  for  some 
time  before  its  downward  passage.  A  bougie  introduced  into  the 
ureter  from  above  encountered  an  insurmountable  obstruction  at 
a  place  which  corresponded  to  the  lowest  portion  of  the  ureter. 

The  other  case  was  that  of  a  man  who  had  attacks  of  renal 
colic  for  years.  When  seen  by  me  in  consultation,  anuria  had  been 
present  for  more  than  twenty-four  hours,  accompanied  by  such 
severe  symptoms  of  sepsis,  that  the  patient  succumbed  before 
operation  could  be  done. 

Such  cases  show  how  dangerous  and  treacherous  a  foe  a  renal 
calculus  may  prove  at  times. 

I,  therefore,  think  that  the  customary  treatment  of  this  trouble, 
which  belongs  to  internal  medicine  as  well  as  to  surgery,  should 
be  revised.  In  view  of  modern  asepsis,  I  consider  it  advisable, 
in  all  cases  where  pronounced  septic  symptoms,  especially  a  chill 
and  rapid  pulse  accompany  the  always  present  renal  colic,  to 
promptly  resort  to  operative  treatment.  In  the  presence  of  sub- 
siding symptoms  we  should  strongly  urge  removal  of  the  stone  or 
stones  during  the  interval. 

NOTES  ON  PERICYSTITIS. 
By  Frederic  Bierhoff,  M.D.,  New  York  City. 

Fellow  of  the  Academy  of  Medicine;    Member  American  Urological  Association; 
Membre  Correspondant  de  1'Association  Francaise  d'Urologie ;  etc.,  etc. 

PERICYSTITIS  is  relatively  much  more  frequent  in  the 
female  than  in  the  male,  owing  to  the  greater  frequency 
of  all  varieties  of  pelvic  inflammatory  processes  in  the 
former.    Involvement  of  the  perivesical  tissues  in  an  inflamma- 
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tory  process  is  marked  by  vesical  symptoms,  the  chief,  and  at 
times  the  only  one  of  which  is  frequency  of  urination.  So  long 
as  the  process  is  perivesical,  this  frequency  is  but  slightly  above 
the  normal;  but  when  it  becomes  paravesical,  and  later  involves 
the  tissues  of  the  bladder-wall  itself,  the  pollakiuria  is  marked, 
and  at  times  accompanied  by  pain  and  burning.  When  the  blad- 
der-wall is  affected  by  the  inflammation,  the  gradual  enlargement 
of  the  bladder  by  the  collected  urine  causes  a  feeling  of  pressure, 
and  desire  to  empty  the  bladder  sooner  than  under  normal  condi- 
tions, and  leads  to  abnormally  frequent  urination.  Should  sup- 
puration and  perforation  into  the  bladder-cavity  occur,  then  there 
is  a  suddenly-occurring,  pronounced  turbidity  of  the  urine,  due  to 
pus  and  blood,  accompanied  by  a  temporary  amelioration  of  the 
pain,  and  disappearance  of  the  perivesical  tumor.  Allan1  describes 
such  a  case.  The  turbidity  continues  for  an  indefinite  time  in  such 
cases,  lasting  until  the  abscess-cavity  has  healed.  Should  the  in- 
flammation extend  over  the  vesical  mucosa,  then  the  symptoms  of 
an  acute  cystitis  add  to  the  severity  of  and  mask  the  true  cause  of 
the  frequent  and  painful  micturition  and  tenesmus. 

Subsidence  of  the  perivesical  inflammation  is  accompanied  by 
a  corresponding  decrease  in  the  severity  of  the  vesical  symptoms 
for  a  time.  But,  as  the  perivesical  exudate  goes  on  to  organiza- 
tion, and  later  to  contraction,  vesical  symptoms,  of  a  severity  vary- 
ing in  degree  with  the  extent  of  involvement  of  the  bladder-wall, 
again  begin  to  develop.  Chief,  and  usually  the  only  one,  of  these 
is  pollakiuria,  although,  at  times,  there  may  be  difficulty  in  start- 
ing the  stream,  tearing  pain  in  the  abdomen  if  the  desire  to  urinate 
is  resisted  for  a  time,  and  more  remote  symptoms  (as  in  case  II). 
The  symptoms  are,  at  this  stage,  due  to  the  limitation  of  the  dis- 
tensibility  of  the  bladder  by  adhesions.  Turbidity  of  the  urine  is 
only  present  in  those  cases  in  which  the  vesical  mucosa  is  involved, 
or  where  pus  is  being  emptied  into  the  bladder  from  the  outside. 
Many  cases  of  marked  pollakiuria  due  to  pericystitis  show  a  per- 
fectly clear  urine. 

Senn;  describes  the  condition,  from  an  anatomic  point  of  view, 
as  follows:    "In  pericystitis  the  peritoneal  coat  of  the  bladder  is 


NOTES  ON  PERICYSTITIS. 


61 


the  seat  of  the  inflammation,  that  is,  in  reality,  a  vesical  peri- 
tonitis. This  anatomic  form  of  cystitis  follows  usually  in  conse- 
quence of  the  extension  of  an  inflammation  from  one  of  the  ad- 
jacent organs;  in  rare  instances  it  is  caused  by  intestinal  perfora- 
tion. The  inflammatory  product  is  most  abundant  around  the 
base  and  at  the  sides  of  the  bladder.  In  the  female,  vesical  peri- 
tonitis is  usually  secondary  to  pelvic  peritonitis.  The  immobiliza- 
tion of  the  bladder  by  adhesions,  and  the  vascular  disturbances 
caused  by  the  pericystitis  are  often  productive  of  great  vesical  dis- 
tress, and  secondary  pathologic  changes  often  reach  the  mucous 
membrane  of  the  bladder."  ReyneV  refers  to  the  occurrence  of 
vesical  symptoms  in  typhlitis  and  perityphlitis. 

The  cystoscopic  findings  I  have  several  times  described.4  They 
are,  first  and  most  important,  the  presence  of  pericystitic  strands, 
which  are  visible  as  whitish,  scar-like  elevations  upon  the  bladder- 
wall.  They  may  be  seen  as  whitish  cords,  or  filaments,  slightly 
raising  the  bladder-wall,  or  they  may  form  distinct,  decidedly 
elevated  scars.  They  tend  to  have  fimbriated  ends,  and  occur 
chiefly  about  the  lower  postero-lateral,  and  the  upper  posterior 
and  postero-lateral  portions  of  the  bladder.  They  are  to  be  dif- 
ferentiated from  the  hypertrophied  muscle  in  columnar  bladder, 
and  from  the  contraction  of  the  bladder  muscle  in  its  efforts  to 
empty  the  bladder.  In  columnar  bladder  we  see  the  elevations 
above  the  bladder-wall  to  be  thick  and  rounded,  and  to  interlace 
with  and  to  cross  other,  similar  elevations.  Frequently,  also, 
diverticula  are  present  in  this  condition.  The  changes  involve 
usually  all,  or  the  greater  part  of  the  bladder-wall.  And,  finally, 
it  results  from  an  obstruction  to  urination.  The  contractions  of 
the  bladder-muscle,  in  an  effort  to  expel  the  bladder  contents,  are 
seen  as  a  network  of  elevations,  which  appear  and  then  entirely 
disappear,  only  to  go  through  the  same  procedure  later. 

Where  the  inflammatory  exudate  is  recent,  we  may  find  nothing 
more  than  a  bulging  inward  over  the  site  of  the  exudate.  But 
even  this  may  be  absent.  Where  the  process  has  extended  to  the 
bladder-wall,  and  interfered  with  the  proper  circulation  in  a  por- 
tion thereof,  we  see  the  condition  termed  "oedema  bullosum:" 
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that  is.  small,  transparent,  or  semi-transparent  vesicles  are  seen 
raised  upon  the  surface  of  the  bladder  mucosa  adjacent  to  the 

exudate. 

Where  sinuses  are  present,  or  scars  from  old  operation  wounds, 
these  are  seen  as  funnel-shaped  depressions,  frequently  with  a  cor- 
rugated surface  of  whitish,  elevated  scars  converging  to  the  point 
which  marks  the  site  of  the  perforation,  or  the  incision. 

In  recent  cases,  no  treatment  for  the  pollakiuria  other  than 
that  for  the  causative  condition  is  needed.  In  older  cases,  gradual 
distension  of  the  bladder,  with  slowly  increasing  volumes  of  fluid, 
carefully  injected  into  the  bladder,  seems  to  be  the  only  treatment 
which  offers  a  chance  of  success.  Sometimes,  however,  the  result 
of  this,  too.  is  only  transient,  or  wanting  altogether,  as  in  old 
cases  with  rigid,  extensive  adhesions. 

For  a  more  detailed  account  of  the  cystoscopic  picture  and 
the  method  of  treatment  the  reader  is  referred  to  previous  articles.4 

7  he  following  two  cases  presented  sufficiently  unusual  condi- 
tions, verified  by  cystoscopic  examination,  to  lead  me  to  believe 
their  reporting  justifiable.  The  first  presented  findings  which 
pointed  toward  the  existence  of  a  tubercular  process,  which  had 
extended  to  the  bladder-wall  and  led  to  a  perforation  thereof,  a 
urinary  fistula  persisting,  as  a  consequence  of  the  failure  of  the 
wound  in  the  bladder-wall  to  close.  In  the  second,  the  process  had 
extended,  presumably,  from  the  testis,  along  the  cord  to  the  semi- 
nal vesicles;  had  then  involved  the  perivesical  tissues  and  emptied 
itself  into  the  bladder.  The  process  of  healing  had  ended  in  marked 
scarring,  and  limitation  of  the  distensibility  of  the  bladder,  there 
being  present,  also,  unusual  nervous  symptoms  owing,  probably, 
to  the  involvement  of  branches  of  the  sacral  plexus  in  the  scar 
mass. 

Case  I :  Mrs.  E.  M.  M.;  25,  U.  S. 

Seen  May  1st,  1902.  The  patient,  a  young  woman,  was  kindly 
referred  to  me  by  Dr.  L.  W.  Hubbard,  of  this  city,  for  examina- 
tion, to  determine,  if  possible,  the  site  of  a  fistulous  opening  in 
the  bladder-wall.  During  eighteen  years  the  patient  had  been 
a  sufferer  with  tuberculous,  carious  disease  of  the  right  hip-joint. 
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She  had  been  several  times  operated  upon.  During  a  residence 
in  France,  for  the  past  few  years,  she  was  last  operated  upon  three 
years  ago.  About  one  month  before  the  date  of  examination  the 
patient  noticed  that,  on  urination  (not  otherwise),  urine  was  dis- 
charged through  an  old  sinus  in  the  right  inguinal  region,  and  a 
more  recent  sinus  at  the  right  hip,  in  addition  to  through  the 
urethra. 

The  urine  was  clear,  and  no  history  of  preceding  pyuria  was 
obtainable.  A  urinalysis  made  in  France  reported  no  abnormal- 
ities. One  made  at  the  time  of  my  examination  showed  few  pus 
cells,  squamous  epithelia  and  numerous  bacteria  (in  24  hours1 
urine).   No  tubercle  bacilli. 

Cystoscopic  examination  revealed  a  sinus-opening,  plainly 
visible  as  an  elongated  slit  at  the  apex  of  a  conical  depression  on 
the  lower,  postero-lateral  aspect  of  the  right  side  of  the  bladder 
about  one  and  one-half  inches  above  and  outward  from  the  right 
ureteral  orifice.  The  right  ureteral  orifice  was  displaced  down- 
ward, forward,  and  toward  the  median  line  of  the  bladder.  Ure- 
teral orifice  slightly  thickened.  There  was  a  moderate  amount 
of  congestion  over  the  trigone  and  along  the  course  of  the  right 
ureter.  No  marked  inflammatory  changes  around  the  sinus  open- 
ing.   Rest  of  the  bladder  normal. 

Case  II:  W.  K.;  41,  U.  S. 

Seen  June  7th,  1902.  About  five  and  one-half  years  preced- 
ing the  examination,  the  right  testicle,  which  had  been  slowly  en- 
larging for  an  indefinite  time  (said  to  have  been  several  years), 
was  incised  for  what  is  said  to  have  been  an  abscess.  Two  years 
later,  the  increase  in  size  having  continued,  the  testis  was  punc- 
tured, and  a  severe  hemorrhage  is  said  to  have  followed.  After 
this  the  testicle  is  said  to  have  increased  very  rapidly  in  size,  and 
to  have  become  very  sensitive.  About  two  months  after  the  punc- 
ture it  became  necessary  to  remove  the  diseased  testicle. 

About  two  months  preceding  the  puncture  the  urine  is  said  to 
have  become  very  turbid  and,  at  times,  bloody,  and  the  patient 
stated  that,  at  times,  he  passed  larger  pus-clots  and  blood-clots 
when  washing  out  his  bladder.  Several  months  before  this  he  had 
had  frequent  attacks  of  colicky  pain,  starting  in  the  right  axil- 
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lary  line  and  extending  downward  toward  the  bladder,  but  not 
into  the  penis.  The  patient  did  not  notice  the  character  of  the 
urine  at  that  time.  No  colics  during  the  past  three  years.  No 
calculi. 

Since  about  three  and  one-half  years  the  patient  had  noticed  an 
increase  in  the  frequency  of  urination,  which  gradually  increased 
until  he  had,  at  the  time  of  examination,  to  urinate  hourly  during 
the  day,  and  five  to  six  times  during  the  night.  The  patient 
noticed  that  any  attempt  to  hold  the  urine,  when  the  desire  to 
empty  the  bladder  presented  itself,  resulted  in  tearing  pains  in 
the  pelvis.  There  was  burning  in  the  urethra,  during  urination, 
and  pain  afterward.  He  had  also  noticed  decided  difficulty  in 
starting  the  stream,  although  there  was  no  interruption  in  urination 
once  it  was  started.  At  times  sudden,  stabbing,  cramp-like  pains 
occurred  in  the  region  of  the  anus  and  the  vesical  neck. 

Since  two  years  preceding  the  examination  there  had  been  no 
fever  noticed. 

The  patient  absolutely  denied  any  venereal  disease  whatever. 
The  patient  was  well-nourished.    Bowels  regular;  no  difficulty 
in  defecation. 

Patellar  and  ocular  reflexes  normal,  as  also  the  cremasteric. 
No  symptoms  of  tabes  discoverable. 

The  urine  was  normal,  on  chemical  and  microscopical  examin- 
ation. 

Prostate,  per  rectum,  normal. 

The  catheter  revealed  no  obstruction,  but  a  decided  hyper- 
sensitiveness  in  the  deeper  urethra.    No  residual  urine. 

On  the  injection  of  fluid,  the  bladder  began  to  feel  distended 
when  100  c.c.  had  been  injected.  After  cocainization  of  the  blad- 
der it  was  possible  to  inject  only  225  c.c.  Any  distension  of  the 
bladder  beyond  the  point  at  which  the  patient  began  to  be  sensible 
thereof,  caused  burning  and  stabbing  pains  in  the  entire  pelvis, 
which  extended  to  the  inner  sides  of  both  thighs,  and  down  along 
the  legs  to  the  soles  of  both  feet,  and  into  the  left  great  toe, 
causing  flexion  of  the  left  foot. 

Cystoscopy  revealed  a  large,  sickle-shaped  scar,  which  occupied 
the  lower,  right  postero-lateral  segment  of  the  bladder,  running 
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at  an  angle  from  below  upward,  backward  and  to  the  right,  and 
which  projected  markedly  above  the  normal  level  of  the  bladder- 
wall  and  divided  the  cavity  of  the  bladder  into  two  distinct 
pouches.  At  the  lower  margin  of  this  scar  was  a  congested  area 
with  roughened  surface,  which  resembled  the  remnants  of  an  old 
ulceration — no  doubt  it  was  the  site  of  the  perforation.  The  rest 
of  the  bladder  was  normal. 

The  treatment  employed  was  gradual  distension  of  the  blad- 
der; the  use,  when  the  spasmodic  pains  were  severe,  of  rectal  sup- 
positories of  morphine  and  belladonna.  Added  to  these  measures 
were  vesical  irrigations  with  boric  acid  solution,  followed  by  1-10,- 
000  nitrate  of  silver  solution. 

Examination  of  the  nervous  system,  by  Dr.  Leszynsky,  gave 
no  evidences  of  tabes,  or  of  peripheral,  or  systemic  degeneration. 

Persistence  in  the  treatment  over  a  period  of  eleven  months 
resulted  only  in  the  disappearance  of  the  area  of  congestion,  and 
in  a  lessening  of  the  spasmodic  pains. 

I  look  upon  the  first  case  as  having  been  a  vesico-abdominal, 
urinary  fistula,  caused  by  the  gradual  ulceration,  through  the  blad- 
der-wall of  a  tuberculous  process,  draining  outward.  The  second 
appears  to  have  been  a  vesical  contraction  and  distortion,  due  to 
extensive  adhesions  resulting  from  a  suppurative,  perivesical  pro- 
cess which  emptied  itself  into  the  bladder  and  had  its  origin,  pre- 
sumably, in  disease  of  the  testis,  spermatic  cord  and  seminal  vesicle 
of  that  side. 
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LTHOUGH  it  is  generally  admitted  that  the  microscope 


is  frequently  indispensable  in  arriving  at  correct  diagnoses, 


-""and  that  enormous  advances  have  been  made  by  its  aid 
within  the  last  40  or  50  years,  microscopical  examination  of  urine 
is  still  considered  by  many  to  be  of  comparatively  little  importance 
and  at  best  only  secondary  to  chemical  examination.  The  great- 
est stress  in  urinalysis  is  laid  upon  the  specific  gravity,  the  amount 
of  urea  and  the  presence  of  albumin,  and  if  the  latter  is  found, 
casts  are  looked  for;  should  these  be  absent  no  further  value  is 
placed  upon  the  microscopical  examination  of  the  urine,  and  in 
many  cases,  where  no  appreciable  amount  of  albumin  is  discovered, 
it  is  not  even  deemed  necessary  to  use  the  microscope  at  all. 

A  low  specific  gravity,  a  small  amount  of  urea  voided,  and 
even  the  more  or  less  constant  presence  of  a  small  amount  of  al- 
bumin do  not  necessarily  indicate  a  pathological  condition  of  the 
kidney  any  more  than  the  absence  of  casts  is  a  contra-indication 
for  the  presence  of  a  nephritis.  It  must  always  be  kept  in  mind 
that  the  nature  and  amount  of  solids  and  liquids  taken  into  the 
body  have  a  great  influence  upon  the  specific  gravity  and  amount 
of  urea  voided,  and  that  a  similar  influence  is  exerted  by  many 
nervous  conditions.  The  urine  of  neurasthenic  individuals  fre- 
quently has  a  low  specific  gravity  and  contains  a  correspondingly 
small  amount  of  urea;  in  such  cases  a  specific  gravity  of  1012, 
1 010  or  less  and  250  grains  of  urea  in  24  hours  or  considerably 
less  is  not  at  all  unusual,  yet  the  kidneys  may  be  perfectly  nor- 
mal. 

The  presence  of  albumin  in  small  or  even  moderate  amount,  as 
said  above,  is  by  no  means  a  necessary  indication  of  a  nephritis.  It 
may  be  due  to  a  pathological  condition  in  the  pelvis  of  the  kidney, 
the  ureter,  the  bladder  or  the  sexual  organs,  and  the  kidneys  them- 
selves may  as  yet  be  perfectly  normal.  Too  frequently,  however, 
when  a  microscopical  examination  of  the  urine  fails  to  reveal  casts 
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in  such  cases,  the  condition  is  at  once  put  down  as  a  so-called  func- 
tional or  essential  albuminuria,  which,  although  it  undoubtedly 
exists,  is  quite  rare.  In  the  majority  of  cases  the  microscope  will 
readily  show  the  cause  for  the  presence  of  albumin. 

Absence  of  casts,  on  the  other  hand,  must  not  be  considered 
as  signifying  that  the  kidneys  are  not  diseased.  Cases  of  nephritis, 
which  are  never  diagnosed  during  the  life  of  the  patient,  because 
in  spite  of  frequent  urine  examinations  casts  could  not  be  dis- 
covered, and  where  the  autopsy  shows  advanced  stages  of  inter- 
stitial nephritis,  occur  often  enough.  The  urine  of  these  cases 
may  contain  a  trace  of  albumin  occasionally,  no  appreciable  amount 
of  albumin  at  other  times,  and  will  never  contain  true  casts;  yet 
other  evidences  of  a  nephritis  are  invariably  present  but  are  over- 
looked by  the  casual  observer  who  does  not  consider  the  presence 
of  a  few  pus  corpuscles  or  leucocytes  of  any  significance.  Pus 
corpuscles,  however,  are  never  seen  in  a  normal  urine,  and  their 
presence  always  indicates  a  pathological  condition  somewhere  in 
the  genito-urinary  tract.  The  location  of  this  condition  can  only 
be  determined  by  the  epithelia. 

Even  at  the  present  day  too  little  significance  is  placed  upon 
the  epithelia,  and  it  is  claimed  that  their  location  is  impossible. 
That  the  different  organs  of  the  genito-urinary  tract  are  lined  by 
distinctive  epithelia  is  denied,  and  as  a  proof  of  this,  organs  which 
had  been  removed  from  the  body  for  a  variable  length  of  time 
are  scraped  and  the  epithelia  examined.  The  results  thus  obtained 
are  entirely  useless  and  of  no  practical  value,  while  if  sections  from 
the  different  organs  are  made  and  the  epithelia  studied  in  situ,  it 
will  soon  become  apparent  that  the  different  organs  are  lined  by 
epithelia  of  different  sizes,  many  of  which  also  have  distinctive 
shapes. 

It  would  be  folly  to  claim  that  every  single  epithelium  seen 
in  the  urine  is  characteristic,  the  more  so  since  all  epithelia  are 
bound  to  become  changed  to  a  greater  or  less  degree  on  account 
of  the  imbibition  of  the  watery  constituents  of  the  urine.  The 
average  sizes,  however,  are  invariably  distinctive  of  the  organs 
from  which  they  are  derived.    The  smallest  epithelia  from  the 
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middle  layers  of  the  bladder,  for  instance,  may  be  of  the  same 
size  as  the  largest  epithelia  from  the  pelvis  of  the  kidney,  but  the 
average  sizes  are  different,  and  again,  the  caudate  and  pear-shaped 
forms  predominate  in  the  pelvis  of  the  kidney. 

Of  the  urinary  organs,  the  urethra,  bladder,  ureter  and  pelvis 
of  kidney  are  lined  by  stratified  epithelium,  while  the  uriniferous 
tubules  of  the  kidney  are  lined  by  simple  epithelium;  of  the  latter, 
cuboidal  epithelia,  which  in  urine  are  frequently  round  or  oval, 
predominate  in  the  convoluted  tubules,  flat  epithelia  in  the  narrow 
tubules  and  columnar  epithelia  in  the  straight  collecting  tubules. 
These  kidney  epithelia,  together  with  pus  corpuscles,  red  blood 
globules  and  newly-formed  fat  globules  in  the  chronic  cases,  are 
perfectly  sufficient  for  the  diagnosis  of  a  nephritis,  even  without 
the  presence  of  casts.  In  the  catarrhal  or  interstitial  variety, 
which  is  much  more  frequent  than  the  croupous  or  parenchy- 
matous or  the  so-called  diffuse  nephritis,  casts  are  rarely  found, 
and  even  in  the  outcome  of  a  chronic  interstitial  inflammation  of 
the  kidney — cirrhosis — casts  may  never  at  any  time  be  present. 

When  casts  are  here  spoken  of,  only  true  tube  casts,  the  re- 
sults of  an  inflammation  of  the  uriniferous  tubules,  are  meant. 
These  are  either  hyaline,  epithelial,  blood,  granular,  fatty  or  waxy. 
Conglomerations  of  epithelia  resembling  casts,  but  without  the 
distinct  outline  of  casts,  furthermore  so-called  pus  casts,  cylin- 
droids  or  mucus  casts  and  urate  casts  are  not  true  casts  but  pseudo 
casts  and  may  be  found  in  other  parts  of  the  genito-urinary  tract. 
Cylindroids,  especially,  are  seen  quite  frequently,  not  only  in  in- 
flammations of  the  kidney,  but  also  of  the  pelvis  of  the  kidney, 
the  bladder  and  sexual  organs,  as  well  as  in  perfectly  normal  con- 
ditions. Although  such  formations  are  often  enough  quite 
characteristic,  they  may  at  times  resemble  true  hyaline  casts  to 
such  a  degree  as  to  be  easily  mistaken  for  them,  and  here  very 
sharp  focusing,  if  necessary  with  the  field  darkened  to  a  moderate 
degree,  will  soon  convince  us  that  pale  threads  of  mucus  run 
through  the  formations.  It  is  these  formations  which  have  given 
rise  to  the  erroneous  idea  that  true  casts  may  occasionally  be 
formed  in  healthy  kidneys  and  may  also  originate  in  other  organs. 
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Of  the  male  sexual  organs  of  importance  for  diagnostic  pur- 
poses of  urinalysis,  the  prostate  gland  is  lined  by  a  simple  cuboidal 
epithelium,  the  duct  of  the  prostate  gland,  however,  as  well  as 
the  seminal  vesicles  and  ejaculatory  ducts  by  a  simple  columnar 
epithelium,  the  last  of  which  is  ciliated.  Of  the  female  sexual 
organs  the  vagina  and  cervix  uteri  are  lined  by  stratified  epithe- 
lium, the  Bartholinian  gland  by  simple  cuboidal,  and  the  uterine 
mucosa  by  simple  columnar  ciliated  epithelium. 

The  smallest,  as  well  as  the  most  important  epithelia,  are  those 
from  the  convoluted  tubules  of  the  kidney,  which  are,  as  a  rule, 
round  and  about  one-third  larger  than  the  pus  corpuscles  in  a 
given  case.  The  smallest  granular  corpuscles,  which  vary  only  to 
a  small  degree  in  a  given  case,  although  they  may  vary  considerably 
in  different  cases,  are  the  pus  corpuscles  or  leucocytes,  and  the 
formations  one-third  larger  in  circumference  are  the  kidney  epi- 
thelia, and  are  never  seen  in  urines  from  absolutely  healthy  kid- 
neys. The  presence  or  absence  of  a  nucleus  has  no  significance  what- 
ever, since  it  may  be  visible  in  a  pus  corpuscle  and  not  visible  in 
an  epithelium.  It  is,  therefore,  evident  that  a  single  formation 
in  the  urine  is  useless  for  a  diagnosis,  but  a  number  of  forma- 
tions must  be  seen  before  we  can  be  certain  whether  we  have  pus 
corpuscles  or  epithelia. 

Cuboidal  epithelia  from  the  ureter  and  prostate  gland  are  of 
practically  the  same  size,  about  twice  the  circumference  of  pus 
corpuscles.  Occasionally  it  may  be  difficult  to  tell  from  which  of 
these  organs  the  epithelia  are  derived,  but  it  is  rare  for  ureteral 
epithelia  to  be  found  in  the  urine  without  the  presence  at  least  of 
larger  and  partly  irregular  epithelia  from  the  pelvis  of  the  kidney, 
and  transitional  sizes  between  the  two  are  frequent  enough, 
In  pathological  conditions  of  the  prostate  gland,  on  the  other  hand, 
columnar  epithelia  from  the  prostatic  duct  are  almost  invariably 
present.  The  cuboidal  epithelia  from  the  other  organs  are  con- 
siderably larger  than  these  and  cannot  be  mistaken  for  them. 

It  has  often  been  said  that  it  is  impossible  to  distinguish  the 
smaller  sizes  of  epithelia  in  urine,  more  especially  the  difference 
between  pus  corpuscles  and  kidney  epithelia.    With  a  magnifying 
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power  of  ioo  or  150  diameters,  which  is  the  power  most  fre- 
quently used  for  urinary  examinations,  this  is  undoubtedly  true. 
A  urine  should,  however,  never  be  examined  under  the  microscope 
with  a  magnifying  power  of  less  than  400  diameters,  and  then 
the  differences  in  size  are  easily  perceptible  even  to  an  untrained 
eye. 

Microscopical  urinary  diagnosis  has  of  late  years  been  greatly 
aided  by  ureteral  catheterization.  The  author  has  been  able  to 
examine  many  hundred  urines  taken  by  the  ureteral  catheter, 
where  admixture  from  other  organs  besides  the  kidney,  pelvis  of 
kidney  and  ureter  is  absolutely  excluded.  In  every  single  case 
of  this  kind  the  only  epithelia  present  were  those  which  in  the 
mixed,  non-catheterized  urine  were  pronounced  as  being  derived 
from  the  organs  above  mentioned,  that  is,  the  kidney,  pelvis  of 
kidney  and  ureter.  Epithelia  which  can  easily  be  diagnosed  as 
coming  from  the  bladder  or  sexual  organs  were  never  present  in 
such  cases. 

Besides  inflammations  many  other  pathological  conditions  can 
be  diagnosed  by  microscopical  urinalysis  from  the  presence  in  the 
urine  of  connective-tissue  shreds.  These  shreds  are  not  at  all  rare, 
although  frequently  quite  small  and  easily  overlooked.  That,  to 
a  casual  observer,  these  shreds  somewhat  resemble  mucus-threads 
cannot  be  denied,  yet  the  difference  between  the  two  is  quite  pro- 
nounced. Mucus-threads  are  always  present  in  every  normal 
urine,  but  are  increased  in  all  inflammations,  more  especially  in 
those  of  the  sexual  tract.  They  consist  of  variously  sized,  pale, 
non-refractive,  more  or  less  regular,  at  times  even  parallel  fibres. 
Connective-tissue  shreds,  on  the  other  hand,  are  always  irregular, 
wavy,  of  a  moderately  high  refraction,  frequently  seen  in  bundles 
of  varying  sizes,  and  may  even  be  finely  granular.  It  is  certainly 
not  difficult  to  distinguish  between  these  two  formations,  but  at 
times  not  easy  to  distinguish  small,  extraneous  fibrillae  of  linen 
from  connective  tissue;  the  former  are,  however,  of  a  distinctly 
higher  refraction,  never  as  wavy  as  connective  tissue  and  never 
seen  in  bundles. 

We  do  not  expect  to  find  connective-tissue  shreds  in  milder 
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inflammations,  but  will  invariably  see  them  in  the  more  intense 
pathological  lesions,  sometimes  in  small  numbers  only,  sometimes 
in  large  numbers  and  of  large  size.  The  different  pathological 
conditions  which  can  be  diagnosed  by  their  presence  are  these : 

i.  Ulceration;  2.  Suppuration;  3.  Haemorrhage;  4.  Trauma; 
5.  Hypertrophy  of  prostate  gland;  6.  Stricture  of  urethra;  7. 
Tumors;  8.  Cirrhosis  of  kidney;  9.  Atrophy  of  kidney;  10.  Intense 
inflammations  generally,  but  here  in  very  small  numbers  and  of 
such  small  size  as  to  be  easily  passed  by. 

It  is  of  course  not  possible  to  determine  the  character  of  the 
lesion  from  the  appearance  of  the  connective  tissue  alone;  all  the 
other  features  present  in  the  case  must  be  taken  into  consideration, 
while  the  epithelia  will  allow  us  to  locate  the  seat  of  the  affection. 

Ulcerative  processes  in  the  different  organs  are  frequent 
enough,  and,  as  a  rule,  give  rather  large  connective-tissue  shreds, 
many  of  which  are  surrounded  by  micro-organisms,  especially 
micrococci ;  besides  these,  red  blood  corpuscles,  pus  corpuscles,  mu- 
cus-threads and  epithelia  from  the  different  layers  of  the  organ 
in  which  the  ulcer  is  situated  are  present.  In  this  manner  ulcera- 
tions of  the  bladder,  the  ureter,  the  pelvis  of  the  kidney,  the  ure- 
thra and  the  vagina  can  be  diagnosed. 

A  diagnosis  of  an  abscess  is  easy  when  numerous  pus  cor- 
puscles, sometimes  crowding  many  fields  of  the  microscope  almost 
to  the  exclusion  of  other  features,  are  present  with  variously 
sized  connective-tissue  shreds,  red  blood  globules,  epithelia  and 
newly-formed  fat  globules  in  the  chronic  cases.  Numerous  pus 
corpuscles  and  epithelia  alone  are  not  sufficient  for  a  diagnosis  of 
suppuration,  but  connective-tissue  shreds  showing  a  destructive 
process  must  always  be  found  before  such  a  diagnosis  is  admis- 
sible. In  many  cases  the  microscope  will  show  the  presence  of  an 
abscess  before  the  clinical  features  are  sufficiently  pronounced. 
Acute  and  chronic  suppurative  nephritis — pyonephrosis — will  give 
numerous  kidney  epithelia  in  the  urine  together  with  the  other 
features  mentioned,  and  in  many  of  these  cases  casts  are  never 
present.  The  author  has  a  number  of  kidneys  in  his  possession 
which  were  removed  solely  upon  the  strength  of  the  microscopical 
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diagnosis  without  the  presence  of  any  casts,  and  which  contain  one 
or  more  abscesses  of  varying  sizes. 

Abscess  of  the  pelvis  of  the  kidney  and  the  ureter  can  also  be 
diagnosed  by  the  characteristic  epithelia,  and  in  many  of  these 
cases  concretions  of  uric  acid  or  oxalate  of  lime  or  both,  which 
caused  the  suppuration,  were  also  present.  Again,  abscess  of  the 
prostate  gland  or  the  seminal  vesicles  can  thus  be  diagnosed.  In 
the  latter  affection  we  not  rarely  see  spermatozoa,  the  heads  of 
which  are  more  or  less  considerably  enlarged,  even  to  the  size  of 
pus  corpuscles,  giving  the  appearance  of  pus  corpuscles  with  long 
threads. 

The  features  in  both  cirrhosis  and  atrophy  of  the  kidney  are 
perfectly  characteristic,  so  that  these  conditions  can  easily  be 
diagnosed  from  the  urine  examination.  In  the  former,  connective- 
tissue  shreds  are  usually  small  and  comparatively  scanty  and  casts 
may  be  absent  entirely.  In  the  latter  the  connective-tissue  shreds 
are  more  numerous  and  larger,  while  casts  are  always  present  in 
large  numbers.  That  the  chemical  examination  is  also  of  great 
importance  in  these  cases  need  hardly  to  be  mentioned  again. 

It  is  impossible  here  to  describe  in  detail  all  the  features  found 
in  the  different  pathological  conditions,  and  what  has  been  said 
is  sufficient  to  show  the  great  clinical  value  of  microscopic  urin- 
alysis. In  conclusion,  however,  one  other  condition  must  be  men- 
tioned, as  its  diagnosis  is  at  times  of  the  utmost  importance.  This 
is  traumatic  vaginitis  due  to  masturbation.  In  these  cases  the 
urine  will  show  vaginal  epithelia  from  the  different  layers,  at 
times  even  the  columnar  epithelia  from  the  deepest  layer,  pus 
corpuscles  in  small  numbers,  red  blood  globules,  epithelia  from 
the  Bartholinian  gland,  large  numbers  of  epidermal  scales  from 
the  nymphae  and  a  varying  number  of  connective-tissue  shreds. 
Many  nervous  symptoms  in  young  female  patients,  which  pre- 
viously have  been  puzzling,  will  at  once  become  plain  after  a 
simple  microscopical  examination  of  the  urine. 
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DISCUSSION 

Dr.  Mark  said  he  was  sorry  that  Dr.  Heitzmann  had  not  gone 
further  into  the  subject  of  urinalysis.  When  he  became  a  student 
of  genito-urinary  diseases  he  made  mistakes  in  a  number  of  cases 
on  account  of  the  insufficient  microscopical  diagnosis.  Since  that 
time  he  had  made  it  a  rule  in  every  case  of  urinary  trouble,  no  matter  what, 
to  have  a  thorough  urinalysis  made,  not  only  chemical  urinalysis,  but  a 
thorough  microscopical  analysis.  There  was  one  subject  upon  which  the 
Doctor  did  not  touch,  which  he  considered  important, — the  diagnosis  of 
tuberculosis  in  the  urine.  He  believed  tuberculosis  of  the  urogenital  tract 
by  no  means  an  uncommon  affection,  and  easily  diagnosed  provided  that 
the  urine  was  thoroughly  examined. 

Dr.  Valentine  said  that  no  one  subject  was  more  disputed  than  the 
diagnosis  of  the  epithelia.  Men  who  had  disputed  its  value  were  among 
the  most  brilliant  lights  in  the  profession.  As  regards  its  value  which  Dr. 
Heitzmann  emphasized,  he  had  risen  only  to  endorse  his  views.  Dr. 
Heitzmann  had  done  him  the  favor  to  examine  urines,  discharges  and  the 
other  specimens  obtainable  from  patients  in  his  private  practice  for  four 
years  and  had  made,  if  he  remembered  correctly,  between  11,000  and 
12,000  examinations.  During  that  time  there  had  been  differences  of 
opinion  between  them,  differences  regarding  the  diagnosis  of  these  cases. 
In  every  instance  in  which  there  had  been  a  difference  of  opinion  the  micro- 
scope was  right.  Dr.  Heitzmann  emphasized  in  rather  more  forcible  man- 
ner than  he  had  done  before  the  absolute  surety  of  the  diagnosis  and  location 
of  the  disease  by  the  epithelia.  He  had  reminded  Dr.  Heitzmann  of  one 
instance  which  might  have  slipped  his  mind.  In  his  office  separate  speci- 
mens of  urine  were  obtained  by  ureteral  catheterization,  but  through  an 
error  the  bottles  that  contained  the  separate  urines  were  wrongly  labeled. 
Dr.  Heitzmann's  report  when  returned  stated  urine  marked  from  bladder 
was  from  kidney  and  urine  marked  from  right  kidney  was  from  bladder. 

Dr.  Johnson  said  he  had  listened  to  Dr.  Heitzmann's  paper  with  a 
great  deal  of  pleasure.  For  twenty  years  he  had  been  in  general  practice, 
and  during  those  twenty  years  he  had  the  honor  of  being  medical  examiner, 
sometimes  medical  director,  of  various  insurance  companies.  Analyses  were 
made  of  the  urines  to  determine  whether  or  not  applicant  was  to  be  ac- 
cepted or  rejected.  To  his  mind  too  much  importance  had  been  placed  by 
the  insurance  companies  on  the  presence  or  absence  of  traces  of  albumen, 
and  particularly  no  attention  had  been  paid  to  microscopic  examination 
except  when  the  applicant  intended  to  take  out  something  between  $25,000 
to  $100,000,  which  represented  the  limit  in  these  companies.  In  those 
times  he  subjected  the  urine  to  what  he  called  a  very  local  microscopical 
examination.    He  w  as  content  if  he  did  not  find  what  were  called  casts, 
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and  the  applicant  was  passed.    Such  a  thing  as  luck  had  come  to  n; 
men  in  the  world  at  times,  and  he  fancied  that  a  great  many  risks  that  were 
passed  lived,  lived  in  spite  of  the  diagnosis  he  had  made  at  that  time.  He 
passed  over  various  forms  of  epithelia  that  he  had  now  begun  to  recognize. 
He  passed  over  other  causes,  the  meaning  of  whicli  he  did  not  know.  He 
was  free  to  confess  that  he  made  the  mistake  of  calling  certain  forms  casts 
now  recognized  as  cylindroids.    Sometimes  he  rejected  a  man  on  account 
of  the  presence  of  so-called  hyaline  casts,  and  particularly  when  a  little 
albumen  was  found.    He  had  seen  cases  where  there  was  a  small  amount 
of  albumen  present,  in  which  the  applicant  had  to  be  rejected  on  account 
of  the  rules  of  the  insurance  company.    When  the  microscope  was  resorted 
to  thousands  of  small  oxalate  of  lime  crystals  were  found,  not  due  to  a 
nervous  disturbance,  but  simply  caused  by  eating  certain  vegetables  which 
induced  these  crystals  to  appear  in  the  urine.    That,  to  his  mind,  was 
unquestionably  unfair  to  the  applicant.    It  was  believed  that  a  positive 
diagnosis  could  be  made  from  the  microscopical  examination,  from  the 
presence  of  epithelia,  and  it  was  the  fault  of  the  profession  in  the  want  of 
recognition  rather  than  in  the  truth  of  the  principle.    When  the  kidneys 
were  catheterized  and  the  separate  urines  examined,  when  the  operation 
was  properly  done,  we  certainly  could  eliminate  all  bladder  epithelia  from 
the  separate  urines;  in  that  way  we  should  be  able  to  become  familiar  with 
the  epithelia  from  the  pelvis  of  the  kidney  or  ureter.    Now,  once  having 
familiarized  ourselves,  we  recognized  these  same  cells.    If  this  could  be 
done  from  the  kidney  proper,  it  could  be  done  in  the  bladder,  in  conditions 
where  the  prostate,  the  urethra  or  vesicles  were  involved.    It  did  not  seem 
to  him  to  be  any  longer  the  dream  of  a  fanatic.    It  simply  meant  that  the 
closer  one  observed,  the  more  thoroughly  he  studied,  the  more  he  became 
convinced,  in  spite  of  all  the  theories  he  had  held,  in  spite  of  all  that  had 
been  written,  that  a  proper  diagnosis  could  be  made.    In  cases  where  he 
had  catheterized  the  ureters  in  order  to  obtain  specimens  from  the  kidney, 
before  he  had  introduced  the  cystoscope,  he  wanted  some  reason  as  to  why 
this  operation  should  be  done,  and  in  every  case  he  obtained  it  from  the 
examination  of  the  mixed  urines,  showing  how  far  involvement  of  the 
pelvis  of  the  kidney  would  make  it  justifiable  to  go  on.    Now,  he  could 
not  have  done  that  had  he  been  unable  to  recognize  in  the  mixed  urines 
epithelia  that  denoted  inflammation  of  the  kidney  proper.  Examinations 
of  the  urines  from  the  kidneys  had  more  than  supported  the  diagnosis  that 
he  made  from  the  mixed  urines.    When  he  first  attempted  cystoscopy,  he 
must  say  that  his  one  desire  in  life  centered  upon  three  things:  First,  to 
introduce  the  cystoscope  properly;  secondly,  to  find  the  ureters,  and,  thirdly, 
to  get  the  catheters  into  the  ureters.    He  did  that  night  after  night  for  a 
while  before  he  asked  himself  the  question.  Is  it  necessary,  or  why  was  he 
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doing  it?  Simply  because  he  wanted  to  do  the  operation.  Since  that  time 
he  had  been  thrown  upon  his  ow  n  resources  and  had  absolutely  depended 
upon  the  teachings  of  Dr.  Heitzmann,  and  he  could  say  that  up  to  date  it 
had  surprised  him  utterly  to  find  at  this  late  date  in  his  life  the  awful  in  - 
takes he  had  made,  and  the  immense  amount  of  knowledge  he  had  lacked. 
The  student  must  be  reminded  of  the  microscope.  Every  time  the  speaker 
used  it  he  learnt  something  new.  Each  and  every  time  he  found  something 
that  none  but  God  and  Dr.  Heitzmann  knew  what  it  was.  He  would 
keep  on  trying.  He  believed  in  Dr.  Heitzmann's  teachings  until  someone 
could  prove  to  him  that  he  knew  a  better  way  to  arrive  at  an  absolute  and 
definite  conclusion. 

Dr.  Tyson,  referring  to  the  title  of  Dr.  Heitzmann's  paper,  said  it  was 
evident  that  no  discussion  of  this  subject  should  be  suggested,  as  all  should 
be  fully  convinced  of  the  extreme  importance  of  the  clinical  value  of  micro- 
scopical analysis,  so  that  it  need  not  be  impressed  upon  us.  He  was  rather 
proud  to  say  that  he  was  one  of  the  earliest  in  this  country  to  insist  upon 
the  value  of  urinalysis  in  all  cases.  What  had  been  said  with  regard  to 
life  insurance  had  interested  him  greatly.  He  cordially  agreed  with  the 
speaker  who  deprecated  the  fact  that  the  candidate  for  life  insurance 
should  be  rejected  because  of  certain  findings  in  the  urine.  Those  1  { r ^  1 ' - 
things  that  were  known  as  casts  might  be  found  in  urine  from  normal  kid- 
neys. It  was  well  known  that  sediments  of  a  crystalline  character  were 
found  in  the  urine  of  persons  whose  kidneys  w  ere  entirely  normal.  It  was 
true  that  life  insurance  companies  took  the  ground  that  they  could  not 
afford  the  expense  the  extra  knowledge  of  these  matters  involved.  He 
was  free  to  admit  that  it  took  some  experience  and  good  judgment  to  decide 
in  these  cases  whether  or  not  they  were  suitable  or  should  be  rejected.  \\  e 
knew  also  that  the  most  insignificant  findings  were  sometimes  associated 
with  the  most  serious  conditions.  He  thought  that  had  been  recognized 
in  connection  w  ith  B right's  disease.  Many  of  the  most  serious  cases  of 
chronic  interstitial  nephritis  had  not  shown  by  urinary  examination  anv- 
thintr  at  all  comparable  with  the  seriousness  of  the  disease.  On  the  other 
hand,  we  were  just  as  apt  to  exaggerate  the  seriousness  of  certain  cases  of 
chronic  Bright's  disease  from  placing  too  much  stress  upon  certain  findings. 
Take  albuminuria.  All  of  you  doubtless  have  had  cases  of  albuminuria 
in  which  the  quantity  of  albumen  was  very  large,  yet  these  cases  were  not 
very  serious. 

Urea,  particularly,  was  a  subject  upon  which  he  had  modified  his  views 
somewhat  lately.  He  was  free  to  confess  that  he  considered  urea  analysis  as 
used  at  present  to  be  the  result  of  quite  considerable  experience,  but  it  seemed 
to  him,  in  a  large  number  of  cases,  to  have  no  significance  in  the  prognosis. 
The  quantity  of  urea  was  to  be  taken  in  proportion  w  ith  the  testimony  of 
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other  conditions,  especially  the  diet  and  activity  of  the  patient,  and  the 
inference  drawn  sharply.  Urea  analysis  in  his  experience  had  been  so  fre- 
quently erroneous  that  unless  the  deviation  from  the  normal  was  very 
marked  he  did  not  allow  himself  to  be  seriously  influenced  in  the  prognosis. 
This  he  thought  had  been  the  experience  of  others  who  had  written  upon 
this  subject. 

He  had  expected  to  speak  especially  of  the  effects  of  uric  acid  on  the 
urinary  tract.  The  conclusion  of  results  and  growing  experience  in  the 
study  of  the  presence  of  uric  acid  in  the  urine  had  led  him  to  lessen  his  im- 
pressions as  to  this.  ^Vas  it  necessarily  serious  or  was  it  having  any 
necessarily  serious  effect  upon  the  kidney  or  larger  urinary  passages? 
Uric  acid  appeared  very  young  in  the  functions  of  grow  th  and  development 
of  the  human  being.  It  was  very  well  known  that  it  was  the  very  first 
discharge  of  the  infant;  the  urine  after  birth  was  loaded  with  uric  acid. 
Another  evidence  that  this  uric  acid  had  been  in  any  way  harmful  was,  as 
the  quantity  of  uric  acid  increased,  the  solvent  power  increased  and  grad- 
ually disappeared.  He  felt  that  it  did  not  necessarily  follow  because  a 
person  had  uric  acid  in  his  urine  that  he  had  any  necessarily  serious  condi- 
tion. On  the  other  hand,  there  might  be  no  doubt  that  a  continuous  dis- 
charge of  uric  acid  might  act  as  an  irritant.  He  was  in  doubt  how  to 
describe  the  so-called  mucous  casts  we  frequently  associated  with  urine  of 
high  specific  gravity  which  had  a  very  considerable  sediment  of  uric  acid. 
There  was  no  doubt  that  it  was  desirable  to  dissolve  the  uric  acid  and 
remove  this  element.  It  was  more  especially  so  when  uric  acid  occurred 
in  amounts  large  enough  to  obscure  the  urine  or  produce  calculi  that  the 
mischief  began.  He  again  said  that  so  far  as  the  local  effect  of  uric  acid 
upon  the  urinary  vessels  was  concerned,  it  had  not  seemed  to  him  to  have 
been  as  serious  as  some  would  make  out.  He  had  frequently  had  cases 
where  he  had  been  astonished  at  the  enormous  amount  of  uric  acid  in  the 
urine,  almost  a  teaspoonful  having  been  removable  at  a  single  micturition 
without  the  patient  having  a  single  symptom  of  irritation.  He  was  not 
disposed  to  attach  the  importance  which  at  present  was  attributed  by  many 
to  uric  acid  in  the  economy,  in  the  blood  or  outside  of  the  blood,  in  the 
forms  in  which  it  was  often  found. 

Dr.  Chute  said  it  seemed  to  him  that  the  microscopical  findings  in  the 
urine  were  only  pertinent  to  local  conditions  of  the  genito-urinary  tract. 
In  systemic  diseases,  a  microscopical  examination  did  not  tell  us  much;  we 
had  to  rely  upon  a  chemical  examination. 

Dr.  HEITZMANN  said  he  was  delighted  to  hear  from  Dr.  Tyson  that  he 
did  not  place  so  much  stress  upon  the  amount  of  urea.  Two  years  ago  he 
read  a  paper  upon  this  subject  and  pointed  out  that  even  a  small  amount 
of  urea  did  not  necessarily  signify  intense  pathological  conditions;  too  much 
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stress  was  still  attached  to  the  amount  of  urea;  the  other  conditions  present 
in  the  urine, — conditions  which  could  only  be  found  by  the  microscope, — - 
would  have  to  be  taken  into  consideration.  He  alluded  to  a  case  of  pregnancy, 
where  the  amount  of  urea  dropped  down  to  125  grains  in  24  hours.  The 
physician  was  horrified  to  see  such  a  small  amount  of  urea  and  wanted  to 
produce  premature  labor.  He  had  a  hard  time  to  convince  him  it  was  not 
necessary,  but  succeeded,  and  the  pregnanes  ended  in  normal  labor,  patient 
making  a  good  recovery. 

He  would  like  to  say  a  few  words  about  tuberculosis.  He  re- 
gretted that  there  were  only  fifteen  minutes  at  his  disposal,  as  there 
were  many  things  he  would  have  liked  to  have  said.  Tubercu- 
losis was  one  of  the  subjects  he  had  to  leave  out.  He  was  surprised  to 
hear  the  Doctor  say  that  tuberculosis  of  the  urinary  tract  was  so  frequent. 
He  could  not  subscribe  to  that.  He  knew  that  a  diagnosis  of  tuberculosis 
of  the  urinary  tract  was  often  made.  It  was  often  said  that  tubercle  bacilli 
were  present  and  that  there  must  be  tuberculosis  of  the  kidney,  but  many 
of  these  so-called  tubercle  bacilli  were  not  tubercle  but  smegma  bacilli  which 
unfortunately  in  many  ways  resembled  tubercle  bacilli.  Many  observers 
were  misled  by  the  presence  of  the  smegma  bacillus.  The  Doctor  did  not 
say  in  the  one  case  in  which  such  numerous  tubercle  bacilli  were  present 
whether  an  operation  was  performed.  He  had  as  yet  to  see  a  single  case, 
where  he  was  able  to  find  numerous  tubercle  bacilli  in  the  urine.  Tubercle 
bacilli  had  been  present  in  small  numbers  in  practically  all  cases  of  tuber- 
culosis. 

He  was  glad  to  have  heard  the  statistics  of  Dr.  Daland,  especially 
about  oxaluria.  If  he  remembered  correctly,  he  mentioned  199  cases  of 
oxaluria  and  said,  that  in  many  of  these  cases  there  w  as  a  comparatively 
small  amount  of  albumin  present.  He  was  glad  to  have  Dr.  Tyson  brin_r 
up  the  subject  of  chronic  interstitial  nephritis.  He  stated  that  many  of 
these  cases  when  the  patients  died,  and  an  autopsy  could  be  made,  had  a 
pronounced  pathological  kidney.  For  years  he  had  taught  that  in  chronic 
interstitial  nephritis  we  might  never  find  casts,  and  closer  examination  only 
might  show  a  small  amount  of  albumin.  We  knew  that  in  cases  of  chronic 
interstitial  nephritis  the  specific  gravity  was  low,  yet  too  little  stress  was,  as 
a  rule,  laid  upon  the  amount  of  urine  voided.  With  a  low  specific  gravity 
and  albumin,  we  might  never  find  casts,  no  matter  how  carefully  we  look  for 
them,  yet  a  little  care  will  give  us  a  correct  diagnosis.  In  chronic  interstitial 
nephritis,  every  single  case  offered  features  which  were  so  characteristic 
of  the  condition  that  the  urine  made  the  diagnosis  for  us,  not  alone  by  chemi- 
cal but  especially  by  microscopical  examination.  He  had  seen  many  cases 
of  albuminuria  with  a  large  amount  of  albumin  where  the  diagnosis  of  func- 
tional albuminuria  had  been  made,  but  he  wondered  whether  functional  or 
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essential  albuminuria  was  really  such  a  very  common  affection.  He  believed 
of  late  years  he  had  heard  a  little  less  about  functional  albuminuria.  He 
thought  that  a  number  of  such  cases  which  have  albumin  in  the  urine,  when 
examined  microscopically,  showed  pus  corpuscles  also  and  that  there  was 
a  question  as  to  the  original  diagnosis.  There  was  some  pathological  condi- 
tion in  the  genito-urinary  tract  and  he  was  sure  that  many  of  these  cases 
could  be  cleared  up,  if  the  urine  were  examined  microscopically. 

Dr.  Daland  said  that  the  value  of  the  per  cent  estimate  of  urea  for 
the  twenty-four  hours'  urine  has  been  grossly  exaggerated.  It  required 
only  a  few  moments'  reflection  to  see  why  the  variable  quantity  of  urea 
might  have  but  little  importance  in  a  given  case.  As  Dr.  Heitzmann  had 
well  said,  we  all  noticed  what  appeared  to  be  a  local  irritant  and  the  me- 
chanical influence  of  crystals  upon  the  urinary  tract.  It  was  his  belief  if 
we  were  to  use  certain  other  tests  to  obtain  a  reading,  very  quickly,  in 
these  cases,  e.  g.  those  that  would  enable  us  to  positively  detect  the 
presence  of  albumin,  it  would  be  better.  It  was  exceedingly  interesting, 
in  these  serious  cases,  to  observe  how  very  frequently  we  found  casts  with- 
out albumin  and  how  very  frequently  there  was  a  slight  albuminuria  with- 
out casts  in  these  cases  of  non-Bright's  disease.  When  the  amount  of  al- 
bumin was  small  accompanied  by  a  few  casts,  he  considered  that  we  might 
regard  such  cases  as  forms  of  renal  irritation,  which  irritation  if  prolonged 
for  a  sufficient  length  of  time  might  become  serious,  although  most  of  these 
cases  were  readily  amenable  to  treatment. 

Dr.  Tyson  added  a  word  about  tuberculosis.  One  year  ago  he  was 
r.sked  to  see  in  consultation  a  lady  who  had  evidently  a  renal  lesion.  There 
was  a  purulent  urine  containing  numerous  tubercle  bacilli.  Operation  was 
recommended.  The  kidney  was  found  to  be  packed  with  calculi,  but  tu- 
bercle bacilli  were  absent.  A  second  case  came  under  his  care  last  winter 
in  which  there  was  also  purulent  urine  and  numerous  tubercle  bacilli. 
When  the  bladder  was  explored  a  stone  about  the  size  of  the  index  finger 
was  detected  and  removed.  There  were  no  tubercle  bacilli.  Now  of 
course  these  were  smegma  bacilli.  He  was  not  a  practical  bacteriologist  and 
as  far  as  those  who  made  the  examinations  for  him  were  concerned,  he 
'bought  it  must  be  a  very  difficult  matter  to  distinguish  between  tubercle 
and  smegma  bacilli,  so  that  we  must  get  at  the  diagnosis  in  some  other 
ay.  We  could  not  rely  upon  the  evidence  of  tubercle  bacilli  to  make  the 
diagnosis  of  tuberculosis.  As  regards  functional  albuminuria,  he  agreed 
with  Dr.  Heitzmann.  He  considered  three  points  essential  for  the  diagno- 
sis of  functional  albuminuria.  First:  it  must  be  in  the  young;  second,  there 
must  be  no  albumin  in  the  urine  after  rest;  and  third,  there  must  be  no 
casts.  Cases  in  which  we  got  these  conditions  were  rare,  nevertheless  he 
believed  that  functional  albuminuria  occurred,  especially  during  the  period 
of  adolescence. 
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Dr.  Mark  wished  to  tell  Dr.  Heitzmann  that  in  the  case  alluded  to  the 
vulva  was  washed  thoroughly,  the  anterior  urethra  had  been  flushed  out  be- 
fore the  patient  had  urinated  and  every  possible  precaution  had  been  taken 
against  the  smegma  bacillus.  Of  course  he  did  not  mean  a  fatal  tuber- 
culosis such  as  we  get  in  the  sputum  in  the  last  stages.  He  had  been  able 
to  corroborate  his  diagnosis  by  operation  and  by  means  of  microscopical  sec- 
tion at  the  laboratory.  In  one  case  there  was  a  suspicion  of  retroperitoneal 
tuberculosis,  in  the  other  case  the  exciting  cause  was  unknown.  He  be- 
lieved  it  was  descending  tuberculosis  from  the  kidney. 

Dr.  Guiteras  said  that  clinical  experience  had  shown  that  there  were 
two  varieties  of  cases  sent  to  him  as  urinary  tuberculosis. 

ist.  A  class  in  which  there  was  an  inflammation  of  the  urinary  tract, 
giving  rise  to  extreme  irritability  and  perhaps  abundant  inflammatory  prod- 
ucts, but  in  which,  on  laboratory  examination,  no  tubercular  bacilli  could 
be  found  in  the  urine.  These  could  not,  properly  speaking,  be  called  urin- 
ary tuberculosis,  although  there  might  possibly  be  tuberculosis  present  with- 
out the  T.  B.  bacilli  being  thrown  off  in  the  urine  at  the  time  the  speci- 
mens were  taken.  In  these  cases  the  diagnosis  of  urinary  tuberculosis  was 
probably  made  by  the  practitioner  presenting  them  because  he  could  find 
no  other  cause  for  the  symptoms  and  they  resembled  perhaps  more  closely 
those  described  in  text-books  as  indicating  tuberculosis. 

2d.  There  were  other  cases  in  which  there  was  very  little  irritability 
and  few  signs  of  inflammatory  products  in  the  urine,  and  yet  tubercular 
bacilli  were  found  in  it.  There  were  true  cases  of  urinary  tuberculosis.  In 
these  cases  of  urinary  tuberculosis,  if  the  urine  showed  on  ureteral  catheteri- 
zation, that  the  T.  B.  bacilli  came  from  the  kidney  on  one  side  and  there 
were  no  evidences  of  tuberculosis  elsewhere,  it  would  probably  be  a  case  of 
primary  unilateral  renal  tuberculosis  and  we  would  have  the  most  favorable 
case  for  a  successful  nephrectomy  of  that  organ. 

NOTES. 

MEETING  OF  PAN-AMERICAN  MEDICAL  CONGRESS. 

The  next  meeting  of  the  Pan-American  Congress  will  be  held  in  Pan- 
ama the  latter  part  of  December. 

The  Pan-American  Congress  meets  every  three  years.  It  was  started 
by  Dr.  William  Pepper  of  Philadelphia,  and  others. 

These  meetings  have  always  been  well  attended  and  it  is  thought  that 
Panama  will  be  an  interesting  place  for  the  Convention. 

The  officers  of  the  International  Executive  Committee  are:  Dr. 
Charles  A.  Reed,  President;  Dr.  Albert  Vander  Veer,  Vice-President,  and 
Dr.  Ramon  Guiteras,  Secretary. 
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A  journal  of  more  than  usual  interest  in  the  medical  publishing  field  is 
the  American  Medical  Journalist,  recently  revived.  The  new  management 
deserves  much  praise  for  what  it  has  accomplished,  and  we  predict  that  it 
will,  and  hope  that  it  may,  have  a  successful  career. 

BOOK  REVIEW. 

Genito-Urinary  and  Venereal  Diseases. — By  R.  W.  Taylor,  M.D.  (Third  Edi- 
tion.) 

The  third  edition  of  this  well-known  work  has  appeared.  An  effort  has  been 
made  to  bring  the  text  up  to  date,  and  twenty-five  new  illustrations  and  twelve 
plates  in  colors  and  monochrome  have  been  added. 

ABSTRACTS. 

The  Relation  of  Diverticula  to  Perforation  Peritonitis. — By  Prof.  Jos.  Ekg- 
lisch.    {Allgemeine  Wiener  Medizinische  Zcitung,  November  3,  p.  481.) 

The  causes  that  predispose  to  perforation  are:  Great  pouches,  thin  walls  formed 
only  of  mucous  membrane  and  peritoneum,  a  large  opening  of  the  pouch  into  the 
bladder,  disintegration  of  urine  in  the  bladder,  and  particularly  in  the  diverticula. 

The  active  causes  are:  Diseases  of  the  bladder  and  adjacent  organs,  cystitis 
simple  and  gonorrheal,  diphtheritis  of  the  bladder,  gangrenous  urethritis,  inflammation 
of  the  perivesical  connective  tissue,  prostatitis,  dysuria  without  known  cause,  dis- 
eases that  cause  direct  irritation  of  the  bladder,  stones  in  the  bladder,  foreign  bodies, 
abscesses  of  the  wall  of  the  bladder,  an  obstruction  to  the  outflow  of  urine,  enlarge- 
ment of  the  prostate,  and  stricture  of  the  urethra. 

Abnormal  Frequency  of  Urination  Treated  with  Epidural  Injections. —  B  y 
Ferd  C.  Valentine,  M.  D.,  and  Terry  M.  Townsend,  M.  D.  {Medical 
Record,  September  26,  1903,  p.  486.) 
From  eight  cases  studied  and  treated  the  authors  make  the  following  deductions: 

1.  That  epidural  injections  with  decinormal  salt  solution  offer  the  most  prom- 
ising results  in  abnormalities  of  urination  due  to  faulty  vesical  innervation. 

2.  That  incontinence  of  urine,  enuresis,  excessive  frequency  of  urination  (unless 
due  to  other  pathological  conditions)  can  at  least  be  ameliorated  by  epidural 
injections. 

3.  That,  cautiously  performed,  epidural  injections  are  in  no  wise  dangerous  to 
the  patient. 

4.  Epidural  injections  are  no  more  painful  than  any  hypodermic  injection  with 
a  mild  solution. 

5.  Epidural  injections  can  be  performed  by  any  one  who  follows  the  technique 
outlined  and  is  alert  to  those  anatomical  variations  which  are  so  frequent  in  the 
region. 

6.  The  immediate  effects  of  epidural  injections  are  very  rarely  even  disagreeable. 

The  Casper-Hirschmann  Demonstration  and  Photographic  Cystoscope. — 

By  G.  S.  Whiteside,  M.  D.  {The  Boston  Medical  and  Surgical  Journal,  June 
16,  1904,  p.  646.) 

The  Casper-Hirschmann  cystoscope  combines  three  valuable  features: 
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1.  It  may  be  used  as  a  simple  inspection  cystoscope. 

2.  It  may  be  used  as  a  means  of  demonstrating  and  teaching  cystoscopy  to 
students. 

3.  It  may  be  used  for  taking  permanent  photographic  records  of  interesting 
features  in  normal  or  diseased  bladders. 

With  this  instrument  it  is  possible  for  student  and  instructor  to  look  through  it 
simultaneously,  and  it  is  possible  to  observe  an  object  during  the  time  it  is  being 
photographed. 

The  Pathology  and  Treatment  of  Genito-Urinary  Tuberculosis. — B y  Dr. 

Legueu.  {Journal  des  Practiciens,  1903,  July  4,  p.  422.) 
Certain  patients  have  an  extension  of  tuberculosis  over  the  entire  genito-urinary 
tract.  In  such  cases  the  testicle,  the  prostate,  the  kidney  and  the  bladder  are  in- 
volved at  the  same  time.  Then  again,  one  or  more  organs  are  only  involved.  The 
prostate,  the  testicle,  the  bladder  are  attacked  separately;  also  the  kidney,  but  more 
rarely.  There  may  be  a  concomitant  lesion  of  the  kidney,  testicle,  bladder  and 
prostate. 

Genito-urinary  tuberculosis  is  primary,  or  secondary.  It  appears  very  often 
primarily.  Infection  occurs  in  many  ways:  Through  the  general  circulation,  the 
bacilli  may  come  from  the  blood ;  or  through  the  mucous  tract,  and  in  this  last 
case  the  infection  goes  from  below  above,  from  the  bladder  to  the  kidney  (ascending 
infection),  or  from  above  below,  from  the  kidney  to  the  bladder  (descending 
infection). 

Testicular  tuberculosis  is  most  often  noticed.  Infection  from  the  blood  is  very 
rare  in  the  adult,  but  is  often  observed  in  the  infant,  whose  testicles  are  the  organs 
of  preference.  When  the  infection  is  of  mucous  origin,  the  position  of  the  lesion  is 
varied.  The  epididymis  is  more  often  infected  than  the  testicle.  Syphilitic  orchitis 
avoids  the  epididymis,  and  is  of  sanguineous  origin.  Blennorrhea,  on  the  contrary, 
attacks  the  epididymis  and  travels  by  way  of  the  mucous  tract. 

Tuberculosis  of  the  epididymis  invades  at  first  the  tail  of  the  epididymis,  and 
finally  the  lesions  appear  in  its  body.  The  canal  at  the  beginning  is  enlarged  and 
nodular,  and,  in  fact,  the  tubercular  process  here  precedes  the  lesion  of  the  epididymis. 
Tuberculosis  of  the  canal  and  epididymis  is  nearly  always  accompanied  by  tuber- 
culosis of  the  prostate,  which  is  resistant  and  indurated.  The  seminal  vesicles  are 
nodulated,  and  the  lesions  of  the  prostate  and  vesicles  occur  first.  Their  presence 
must  put  the  clinician  on  guard,  as  they  announce  often  the  near  invasion  of  a 
tuberculosis  of  the  testicle. 

The  progression  of  lesions  by  the  mucous  tract  has  been  proved  experimentally. 
A  microbe  introduced  on  the  surface  of  the  meatus  has  been  found  in  the  epididymis. 
"The  bacillus  prodigiosus  appears  in  the  epididymis  eighteen  hours  after  having 
been  deposited  upon  the  meatus,  the  bacillus  of  Koch  thirty  hours  afterwards," 
(Paladino  Blandini).  Injected  into  the  kidney  the  bacilli  descend  and  produce  a 
genital  tuberculosis,  but  among  animals,  e.  g.,  the  dog,  it  is  only  the  male  that 
acquires  the  genital  tuberculosis.  The  female  escapes, — a  proof  that  the  infection  in 
a  similar  case  does  not  spread  by  means  of  the  circulatory  system,  but  by  the  mucous 
tract. 

Tuberculosis  of  the  prostrate  commonly  precedes,  as  we  have  said,  tuberculosis 
of  the  testicle.  The  origin  of  the  infection  is  sanguineous  (in  certain  cases  one  can 
determine  the  presence  of  the  bacilli  around  the  vessels),  or  in  the  mucous  membrane 
of  the  urethra. 

In  the  urinary  tract  the  ascending  infection  is  comparatively  rare.    As  far  as 
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the  kidney  is  concerned,  the  ascending  infection  is  not  often  proved.  Ordinarily, 
the  kidneys  are  infected  through  the  circulatory  system.  The  renal  vessels  con- 
ttitute  the  route  of  approach  for  the  infectious  agents.  Tuberculous  ulcerations  are 
often  found  around  the  vessels.  The  descending  advance  of  lesions  can  often  be 
followed  at  autopsies.  The  kidney  is  often  very  much  involved,  while  the  urethra 
is  very  slightly,  and  the  bladder  not  at  all  involved.  Albarran  has  arrived  at 
analogous  conclusions. 

As  regards  the  bladder  this  descending  infection  is  more  discussed.  Tuberculous 
individuals  often  pass  large  numbers  of  bacilli  in  the  urine.  Clinically  and  experi- 
mentally the  bladder  is  shown  to  have  a  great  power  of  resistance  against  these 
germs.  The  lesions  of  vesical  tuberculosis  are  at  the  beginning  submucous  (Clado). 
This  particularly  tends  to  prove  a  sanguineous  origin.  An  origin  by  the  descending 
mucous  tract  is  very  rare. 

A  certain  number  of  conclusions  can  be  gathered  from  what  has  been  said. 

If  we  have  a  tubercular  testicle,  why  remove  it?  The  prostate  and  seminal 
vesicles  are  more  diseased  than  the  testicles.  One  cannot  possibly  think  that  partial 
intervention  in  removing  the  epididymis  can  accomplish  much.  Total  castration 
must  be  rejected. 

Renal  tuberculosis  comes  from  the  blood.  By  removing  the  renal  infection  one 
can  prevent  the  extension  and  the  generalization  of  the  disease. 

As  far  as  the  bladder  is  concerned,  what  good  can  surgical  treatment  do?  If  the 
infection  is  operated  upon  by  means  of  the  mucous  tract  parts  of  the  mucosa  may 
be  removed.  However,  the  infection  is  rarely  of  a  mucous  origin.  It  is  necessary, 
therefore,  to  abandon  surgical  treatment,  and  to  be  contented  with  a  medical  one. 
C  linical  experience  has  demonstrated  that  the  best  results  are  obtained  by  therapeutic 
measures. 

Treatment  of  Large  Vesical  Calculi. —  By    Dr.    E.    Desxos.      (La  MeJeiine 
Moderne,  Paris,  June  3,  1903,  p.  171.) 

For  three-quarters  of  a  century  two  operations  have  been  performed  for  vesical 
calculi : 

1.  Lithotomy. 

2.  Lithrotrity. 

The  preferences  vary  according  to  the  habits  of  surgeons  of  different  countries. 
From  this  point  of  view,  lithrotrity  has  always  found  particular  favor  in  France. 
Modifications  of  this  operation  have  been  made  by  Bigelow  in  America  and  Guyon 
in  France.  In  all  countries  lithrotrity  is  considered  the  operation  of  choice  for  small 
calculi.    In  the  case  of  large  calculi  three  points  are  to  be  considered: 

1.    The  general  condition  of  the  patient. 

e.    The  condition  of  the  bladder. 

3.  The  size  of  the  calculus. 

As  far  as  the  general  condition  is  concerned,  the  state  of  the  kidneys  is  of  primary 
importance.    The  investigations  on  this  point  should  be  very  minute,  as  it  is  rare 
that  a  calculus  obtains  a  large  size  without  the  bladder  being  affected.    The  in- 
flammation nearly  always  spreads  from  the  bladder  to  the  superior  genito-urinary 
organs.   The  examination  of  the  urine  bacteriologically,  chemically  and  cryscopically 
is  our  most  precise  guide.    Cases  per  se  have  no  important  bearing  on  the  manner 
of  intervention.    Methylene  blue  offers  a  more  precise  test  as  to  whether  the  elimina- 
tion of  urine  is  retarded.   The  more  grave  the  infection  of  the  kidneys  is  the  more  we 
must  be  on  guard  to  abandon  lithrotrity  for  lithotomy. 


ABSTRACTS. 


83 


Bladders  containing  calculi  that  have  suppurated  for  a  long  time  ma)'  be  cured 
when  the  calculi  have  been  removed,  but  this  is  the  exception.  Prolonged  topical 
treatment  is  generally  not  necessary.  Lithotomy,  by  assuring  permanent  evacuation, 
favors  improvement  of  the  inflammatory  lesions.  The  principal  indication  for  this 
operation  is  the  presence  of  a  large  calculus  in  a  very  painful  bladder.  A  calculus 
whose  volume  exceeds  7  centimetres  is  difficult  to  grasp,  thus  rendering  the  first  stage 
of  lithrotrity  impossible.  A  very  large  hypertrophied  prostate  may  offer  a  certain 
hindrance  to  the  free  movement  of  the  instrument,  but  this  is  of  no  particular 
importance  for  the  very  great  calculi.  The  extraction  of  a  large  calculus  through 
the  perineum  I  consider  to  be  a  bad  procedure. 

The  hypogastric  lithotomy  admits  of  the  easy  extraction  of  the  most  immense 
calculi  and  leaves  the  bladder  with  a  minimum  of  traumatism.  An  operation  directed 
against  a  vesical  calculus  of  more  than  6  centimetres  is  always  a  grave  affair.  For 
a  surgeon  little  experienced  in  lithotrity  no  hesitation  is  permitted.  Hypogastric 
lithotomy  should  be  done  even  though  a  perineal  prostatectomy  is  to  be  done  at  the 
same  time. 

The  limit9  of  the  operation  of  lithotrity  are  fixed  by  the  resistance  and  volume 
of  the  calculus. 

When  a  suppurative  process  has  advanced  to  the  kidneys  cystotomy  appears  to 
give  the  patient  a  more  favorable  chance  of  recovery  than  lithotrity. 

Diagnosis  of  Renal  and  Ureteral  Calculus. —  By  Dr.  Guyon.  (Annalcs  des 
Maladies  des  Organes  Genito-Urinaires,  July  15,  p.  1041.) 

The  clinical  study  of  calculi  of  the  bladder  demonstrates  the  remarkable  tolerance 
of  the  bladder  to  the  foreign  bodies  that  inhabit  it.  The  bladder  supports  with  in- 
difference the  pressure  of  a  hard  body,  so  long  as  it  is  not  infected.  The  primitive 
calculi  are  antiseptic,  and  do  not  render  the  bladder  particularly  receptive  to  the 
growth  of  micro-organisms.  When  a  patient  complains  of  difficulty  of  micturition 
or  of  hematuria,  that  are  produced  under  the  influence  of  movement,  and  cease  under 
the  influence  of  repose,  we  can  consider  the  possibility  of  a  stone  in  the  bladder. 

The  kidney  tolerates  calculi  remarkably  well.  Conditions  are  often  found  in  a 
kidney  at  a  post-mortem  examination  when  no  symptoms  during  life  pointed  to  their 
presence. 

In  the  kidneys  as  well  as  in  the  bladder,  the  primitive  calculi  develop  in  an 
antiseptic  manner.  The  association  of  symptoms  created  by  infection  depends  upon 
any  accidental  causes.  Most  often  many  years  elapse  before  these  chance  causes  are 
able  to  exert  a  lasting  influence. 

In  renal  hematuria  the  urine  is  tinged  with  blood  for  some  days  before  the 
crisis,  often  without  any  appreciable  cause.  The  patients  accustomed  to  the  crisis 
of  lithiasis  of  the  kidneys  can  predict  the  approaching  onset.  The  hematuria  is  not 
influenced  by  repose  in  its  onset,  or  in  its  evolution.  Generally,  little  blood  is  lost, 
but  at  times  the  hemorrhage  becomes  dangerous  by  its  duration  and  repetitions. 
The  nephritic  colic  that  comes  afterwards  is  not  always  accompanied  by  hematuria. 
Congestion  plays  a  role  in  the  production  of  the  painful  stages,  independent  of  the 
nephritic  crisis. 

The  location  of  the  calculus  which  becomes  engaged  in  the  ureter  is  the  deter- 
mining cause  of  these  cruel  accidents.  Gravitating  pains  shoot  into  the  thighs.  How- 
ever, hemorrhages  and  pain  are  not  necessarily  due  to  the  presence  of  calculi  in  the 
kidneys. 

Ordinarily,  the  kidneys  are  not  sensitive  to  palpation.  I  have  often  tested  the 
sensibility  of  the  kidneys,  the  day  after  the  renal  crisis.    They  have  nearly  always 
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been  indolent.  On  the  contrary,  I  have  nearly  always  found  the  course  of  the 
ureters  sensitive,  by  abdominal  palpation,  as  well  as  by  rectal  or  vaginal  touch.  All 
authorities  accord  to  the  ureteral  sensibility  the  dominant  role  in  the  nephritic  storm. 
A  quick  renal  retention  causes  a  very  intense  grade  of  pain. 

These  rapidly  made  considerations  may  show  you  the  difficulty  of  diagnosing 
calculi  of  the  kidneys,  and  of  the  ureters,  as  the  symptoms  do  not  allow  us  to  make 
a  diagnosis  with  any  certainty.  Pain  and  hemorrhage  are  the  two  great  cardinal 
symptoms  that  may  announce  the  presence  of  vesical  calculi.  The  hemorrhage  may 
begin  after  rest  as  well  as  after  exercise.  Pain  is  rarely  observable  in  the  other 
surgical  diseases  of  the  kidneys.  In  certain  conditions  it  is  difficult  to  tell  whether 
the  calculus  is  in  the  ureter  or  in  the  kidney.  When  the  calculus  is  in  the  lower  part 
of  the  ureter,  rectal  or  vaginal  palpation  decides  the  question  very  nicely.  The 
catheterization  of  the  ureters  gives  positive  information.  The  Roentgen  rays  may  be 
of  great  assistance.  Rummel  and  Rumpel  have  submitted  18  cases  to  a  radiographic 
examination.  They  have  had  18  positive  results;  16  verified  by  operation;  2  by 
autopsy. 

Observations  on  the  Distribution  and  Culture  of  the  Chancroid  Bacillus. — 

By  Lincoln  Davis,  M.  D.  (Journal  of  Medical  Research,  1903,  p.  401.) 
Davis,  after  carefully  considering  the  history  of  the  subject,  comes  to  the  following 
conclusions,  based  upon  his  experiments: 

1.  The  bacillus  of  Ducrey  and  Unna  is  present  in  the  purulent  secretions  of  the 
great  majority  of  cases  of  chancroid  and  occasionally  also  in  the  pus  of  buboes,  and  may 
be  identified  by  its  morphology  and  staining  reaction,  together  with  its  inability 
to  grow  on  ordinary  culture  media. 

2.  Characteristic  growth  of  the  organism  in  a  pure  state  may  be  obtained  in 
suitable  media  from  genital  chancroids  direct  and  also  from  chancroidal  buboes  in 
some  cases.  Growth  is  most  luxuriant  in  a  medium  of  fresh  blood  and  bouillon,  but 
unmixed  human  blood  is  the  best  medium  for  obtaining  cultures  from  a  source  open 
to  contamination. 

3.  Inoculation  of  a  pure  culture  of  the  bacillus  or  of  chancroidal  pus  upon  the 
skin  of  a  certain  species  of  monkey  reproduces  the  lesion,  from  which,  in  turn,  the 
original  organism  may  be  recovered  in  culture. 

4.  The  cultivation  of  the  same  organism  in  a  pure  state  from  lesions  on  the 
hands,  clinically  resembling  chancroid,  in  the  absence  of  genital  lesions,  indicates 
that  chancroid  may  be  primary  upon  an  extra-genital  site. 

5.  Bacteriological  examination  of  all  ulcers  of  this  type  is  likely  to  establish  in 
the  future  a  greater  prevalence  of  extra-genital  chancroid  than  has  hitherto  been 
reported. 

Pure  Cultures  of  Chancroid  Bacilli. — By  Dr.  Fritz  Fischer,  (  Pharmaceutische 
Centralhalle,  Sept.  1,  1904,  p.  77.) 
The  bacilli  found  in  chancroids  by  Ducrey  and  Unna  were  cultivated  by  Fisher. 
When  he  had  succeeded  in  obtaining  a  chancroid  by  inoculation  he  treated  the  same 
by  applying  tincture  of  iodine.  After  two  days,  when  a  crust  had  formed,  is  the 
time  to  collect  the  pus  which  has  collected  under  it.  As  nutrient  media  blood-agar 
or  blood,  drawn  directly  from  the  heart  of  a  guinea  pig,  may  be  used.  The  bacilli, 
that  are  short  at  the  beginning,  are  transformed,  after  some  days,  into  cocci. 
Fischer  convinced  himself  of  the  specifiry  of  the  cultivated  bacillus  by  inoculating 
his  forearm,  and  received  after  forty-eight  hours  a  typical,  brown-red  pustule,  the 
size  of  a  pea. 
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PROSTATIC  MASSAGE  AND  "SEMINAL  VESICULO- 
TOMY—THE  AUTHOR'S  OPERATION." 

In  1895  Eugene  Fuller  summed  up  his  work  in  relation  to  re- 
lieving seminal  vesiculitis  by  stripping  the  seminal  vesicles  in  a 
monograph,  entitled:  "Diseases  of  the  Male  Sexual  Organs."  The 
title  of  this  book  was  considered  somewhat  misleading,  as  the  semi- 
nal vesicles  were  almost  exclusively  considered. 

Massage  of  the  prostate  had  already  been  recommended  by 
v.  Loewenfeld  ( 1 858 ),  and  later  by  Esthlander  ( 1879) ,  and  was 
considered  by  most  text-books  of  more  recent  date  as  the  best 
method  of  treating  chronic  prostatitis. 

In  order  to  be  able  to  say  that  something  could  be  done,  for 
cases  not  amenable  to  prostatic  massage,  for  patients  living  at  a 
distance  from  the  city,  who  could  not  be  treated  often  enough, 
Fuller  has  resorted  to  "seminal  vesiculotomy — the  author's  opera- 
tion." 

His  first  publication  upon  this  subject  appeared  in  the  journal 
of  the  American  Medical  Association,  May  4,  1901,  entitled:  "A 
New  Operative  Method  to  Expose  the  Seminal  Vesicles,  etc."  Five 
cases  were  reported.  In  the  Medical  Record,  N.  Y.,  May  21, 
1904,  sixteen  more  cases  were  reported  in  a  paper  entitled:  "Oper- 
ative Surgery  Applied  to  the  Seminal  Vesicles,  a  Demonstration  of 
Some  New  Principles." 

Operative  surgery  had  already  been  applied  to  the  seminal 
vesicles.  In  1899,  Bolton  mentioned  the  different  routes  to  the 
seminal  vesicles,  and  excised  them.  (The  Operative  Routes  to  the 
Seminal  Vesicles.  By  Percy  R.  Bolton,  M.D.,  Journal  of  Cutane- 
ous and  Genito-Urinary  Diseases,  1899,  Vol.  XVII,  p.  5  ^  1 ) .  In 
1900,  Hugh  Young,  of  Baltimore,  described  two  cases  of  genital 
tuberculosis,  in  which  the  extirpation  of  the  seminal  vesicles  was 
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done  by  the  abdominal  route.  {Arch.  f.  klin.  Chir.,  1900,  Vol. 
LXII.,  p.  456.,  and  Annates  Des  Maladies  Des  Organes  Gen'ito- 
Urinaires.    Dix-N euvieme  Annee.    No.  6,  Juin,  1901,  p.  766.) 

Thus  well  established  principles  of  surgery  had  already  been 
applied  to  the  seminal  vesicles,  before  the  publication  of  Fuller's 
articles  upon  this  subject. 

Schneider  on  looking  over  the  literature  of  the  subject  of 
prostatic  massage  came  to  the  conclusion  that  the  results  tabulated 
did  not  allow  of  a  decision  of  the  question  whether  massage  of 
the  prostate  was  useful  or  harmful.  (Fortschritte  der  Medizin, 
June  10,  1904,  p.  731.)  If  the  utility  of  massage  of  the  prostate 
can  be  doubted,  certainly  the  advisability  of  seminal  vesiculotomy, 
"an  operation  to  be  performed  only  by  skilled  surgeons,"  can  be 
questioned. 

The  value  of  the  operation  was  perhaps  most  justly  estimated 
by  Fuller,  when  he  read  a  paper  entitled:  Seminal  Vesiculotomy 
— The  Author's  Operation,  at  the  October  meeting  of  The  Har- 
vard Society  of  New  York.  He  stated:  "That  the  operation  was 
not  destined  to  become  popular." 

After  witnessing  the  operations  done  by  Fuller  at  the  Post 
Graduate  Hospital  of  New  York,  for  two  years,  we  have  never 
seen  any  of  his  cases  that  we  considered  warranted  any  such  opera- 
tive interference. 


DIAGNOSIS  AND  TREATMENT  OF  TUBERCULOSIS 
OF  THE  KIDNEY. 

By  Professor  Leopold  Casper,  Berlin. 

{Continued  from  the  November  Number.) 

IN  the  last  few  years,  so  much  has  been  written  upon  this  sub- 
ject, that  I  may  omit  the  consideration  of  individual  points. 
Let  it  be  noted  here,  that  cystoscopy  does  not  always  give 
us  specific  pictures  in  cases  of  tuberculosis.  Distortions,  contrac- 
tions, ulcers  and  nodules  on  the  ureteral  papilla  occur  most  fre- 
quently in  tuberculosis  upon  the  diseased  side,  but  we  may  also 
see  similar  changes  upon  the  ureteral  papilla  in  non-tuberculous 
renal  processes.  We  operated  upon  a  case  of  a  minister  in  the 
belief  that  we  had  to  do  with  a  tuberculosis  of  the  kidney.  There 
had  been  suppuration,  without  discoverable  cause,  for  about  a 
year,  no  hemorrhage,  no  pains.  The  patient  was  emaciated;  al- 
though no  tubercle  bacilli  were  found — there  was  no  time  for  an 
inoculation — nevertheless  we  believed  that  we  were  justified,  as 
a  result  of  the  cystoscopic  picture,  in  assuming  the  presence  of  a 
tuberculosis  of  the  right  kidney.  There  was  a  little  nodule, 
exactly  like  a  tubercle  nodule,  in  the  immediate  vicinity  of  the 
ureter  papilla.  Purulent  urine  was  discharged  from  the  right  kid- 
ney, while  the  urine  from  the  left  kidney  was  clear.  Operation 
upon  the  right  kidney  revealed  a  renal  calculus  with  mild  pyelitis. 

I  have  observed  nodule  formation  of  the  bladder  in  other 
cases,  undoubtedly  non-tuberculous.  Five  distinct  nodules,  four 
larger,  one  smaller,  were  seen  in  a  single  case.  As  the  operation 
showed,  there  was  a  calculous  kidney,  transformed  into  a  hydro- 
pyonephrotic  sack  with  secondary  cystitis.  I  have  also  quite  fre- 
quently noticed  these  nodules  in  the  pelvis  of  the  kidneys.  This 
cystitis  and  pyelitis  granulosa  might  most  appropriately  be  com- 
pared with  granulating  conjunctivitis,  which  it  resembles  very 
closely. 

It  acts  similar  to  bullous  edema,  which  denotes  only,  that  inter- 
ferences of  circulation  are  present  in  the  parts  of  the  bladder 
concerned. 

So  also  the  cystoscopic  appearance  of  the  bladder  will  reveal 
this  condition  only  in  the  early  stage,  in  which  slight  and  definite 
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alterations  are  present  on  the  affected  ureter  papilla  concerned, 
and  limited  to  this.  In  all  longer  existing  cases,  in  which  the  blad- 
der is  more  extensively  involved,  whether  these  secondary  affec- 
tions are  of  tuberculous  or  cystitic  nature,  we  are  forced  to  resort 
to  ureter  catheterism.  This  remains  the  most  rapid  and  at  the 
same  time  the  most  certain  aid  to  diagnosis. 

We  draw  the  urine  from  each  kidney  and  are  thus  in  a  posi- 
tion to  learn,  in  an  unmistakable  manner,  from  the  macroscopic 
and  microscopic  appearance  whether  and  in  which,  urines,  pus, 
blood,  albumen,  casts,  micro-organisms,  etc.,  are  present. 

The  functional  examination  of  both  urines  (comparison  be- 
tween the  urea  contained,  the  freezing  point,  the  presence  of  sugar 
following  the  injection  of  phloridzin)  complete  the  finishing 
touches  to  the  anatomical  diagnosis,  since  it  makes  it  possible  for 
us  to  determine  whether  the  second  kidney  is  sound,  or  if  it  is 
already  diseased,  to  what  extent  it  is  the  more  capable  of  func- 
tionating when  compared  with  the  other.  In  short,  we  are  able 
to  decide  all  the  above-mentioned  questions  in  diagnosis  with  a 
precision,  certainty  and  rapidity,  which  must  fill  anyone  who  has 
entered  into  this  field  of  medicine  with  pleasure  and  astonishment. 

In  order  briefly  to  recapitulate  how  these  things  occur  in  prac- 
tice, let  us  suppose  that  you  are  "stumped"  in  a  case  of  pyuria, 
in  which  the  cause  of  the  suppuration  remains  hidden.  The  in- 
explicable appearance  of  purulent  urine  makes  you  suspect  a  tuber- 
culosis. This  suspicion  is  strengthened,  when  the  usual  therapeutic 
measures,  such  as  vesical  irrigations  with  silver,  and  other  solu- 
tions remain  without  effect. 

You  examine  the  urine  more  minutely  for  tubercle  bacilli. 
Should  you  find  these,  then  the  case  is  clear;  since  almost  all  the 
tuberculous  pyurias  originate,  as  we  have  shown,  in  the  kidneys. 
If  you  do  not  find  these,  the  early  suspicion  becomes  stronger  if 
other  bacilli  are  missing.  You  make  cultures,  or  better  still :  you 
inoculate  guinea  pigs  in  the  previously  mentioned  manner.  In- 
side of  six  weeks  it  will  be  clear  to  you,  whether  you  have  to  deal 
with  a  tuberculosis  or  not. 

During  this  time  you  do  not  neglect  the  careful  observation 
of  the  patient.  You  palpate  and  cystoscope  him.  If  you  can- 
not determine  with  certainty  where  the  seat  of  the  tuberculosis  is, 
whether  in  both  kidneys  or  in  only  one,  and  in  which  of  the  two, 
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then  you  catheterize  one  or  both  of  the  ureters,  according  to  the 
necessity  of  the  case.  You  cannot  then  fail  to  determine  with  cer- 
tainty the  seat  of  the  tuberculous  disease. 

Only  very  seldom  exceptional  cases  may  occur,  where  local 
conditions  make  the  application  of  the  technical  methods  of  ex- 
amination impossible. 

Also,  it  may  be  necessary,  here  and  there,  to  improve  and 
develop  these  methods.  There  may  be  cases  in  which  it  will  be 
difficult  to  come  to  a  decision,  but  already  the  recently  achieved 
perfection  of  the  diagnosis  has  found  its  deserved  reward  in  the 
gratifying  results  which  are  shown  by  the  therapie,  to  which  we 
shall  now  return. 

The  treatment  of  tuberculosis  of  the  kidneys  is  either  surgical 
or  an  internal  hygienic  dietetic  one. 

With  regard  to  the  latter,  we  know  of  no  drug  which  is  capable 
of  curing  the  tuberculous  process.  We  confine  ourselves,  for  the 
present  time,  to  symptomatic  measures,  as  we  do  with  other  local- 
izations of  the  tuberculosis.  We  combat  the  symptoms,  the  pain, 
the  desire  to  urinate.  Then  we  bring  the  patient  under  the  most 
favorable  possible  conditions  of  nourishment.  We  regulate  his 
activity  and  place  him,  when  possible,  for  a  long  time,  in  an  evenly 
warm,  sunny  climate. 

If  we  are  to  determine  the  results  of  these  measures,  then  to 
give  the  existing  conditions  their  due  consideration,  we  must  di- 
vide these  cases  of  renal  tuberculosis  into  two  groups:  into  those 
which  permit  of  surgical  treatment,  and  those  which  must  pass  1 
as  inoperable. 

What  becomes  of  the  former,  and  what  of  the  latter,  when 
they  remain  unoperated? 

It  is  self-evident  that  the  inoperable  cases, — I  shall  come  back 
to  the  consideration  of  what  is  understood  by  inoperability — must 
give  a  very  bad  prognosis.  I  have  seen  a  series  of  such  cases.  Al- 
most all  of  them  died  rapidly  in  the  course  of  a  few  years,  as  a 
result  of  the  exacerbation  of  some  one  or  other  tuberculous  focus. 
A  few  are  chronic  invalids  for  a  longer  period  of  time. 

Of  much  greater  importance,  however,  is  the  other  category, 
comprising  those  cases,  which  might  have  been  operated  upon, 
but  which  for  some  reason  or  other  were  not  operated.  What 
becomes  of  them?    Upon  the  determination  of  this  point  will  rest, 
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to  a  great  measure,  the  determination  of  the  stand  that  we  are  to 
take  with  relation  to  operative  interference  in  renal  tuberculosis. 

According  to  my  own  material,  those  cases  of  renal  tubercu- 
losis, which  might  be,  but  are  not  operated  upon,  have  a  bad 
future.  In  the  majority  of  cases  the  disease  progresses  in  the 
organ  itself,  then  leads  to  metastases,  and  finally  extends,  by  con- 
tinuity to  the  ureters  and  the  bladder. 

The  kidney  is  a  vascular  organ,  traversed  by  large  and  fre- 
quently branching  vessels,  from  which  it  is,  a  priori,  probable  that 
the  micro-organisms  are  carried  further  through  the  circulating 
current.  Added  to  this  there  is  the  excretion  through  the  ureters, 
which  opens  up  a  further  passage  to  the  infecting  bacilli.  Thus 
we  see  a  transmission  of  the  tuberculous  process  to  the  glands, 
lungs,  sexual  organs,  and  the  bladder.  It  must  remain  an  open 
question,  whether  in  many  of  the  cases,  whose  course  has  been 
sketched  here,  whether  the  mode  of  infection  was  not  an  inverted 
one,  and  whether  the  tuberculosis  did  not  attach  itself  to  pre- 
viously present  latent  tuberculous  foci  (whether  the  renal  tuber- 
culosis was  not  the  primary  one).  Of  importance  is  only,  that 
the  inverted  mode  of  transmission  of  the  tuberculous  process  oc- 
curs from  the  kidneys,  and  that  not  seldomly. 

The  transmission  of  tuberculosis  to  the  bladder  is  not  of  itself 
a  menace  to  life,  but,  nevertheless,  vesical  tuberculosis  is  one  of  the 
most  painful  and  unbearable  disease  which  exists.  The  awful, 
painful  tenesmus,  which  is  not  to  be  removed  by  any  means  at  our 
*  disposal,  robs  the  patients  of  all  rest,  and  gradually  destroys  their 
constitution,  so  that  organs  important  to  life  are  also  attacked  by 
the  circulating  tubercle  bacilli,  and  finally  bring  on  the  end. 

But  even  when  the  tuberculous  process  remains  confined  to  the 
kidneys,  the  purulent,  cheesy,  tuberculous  kidney  develops  its  de- 
structive effect.  Toxins  arc  absorbed  into  the  blood  and  injure 
other  organs.  Above  everything,  the  injury  of  the  second  kidney 
is  of  the  greatest  importance.  We  have  only  too  often  observed 
nephritis  and  amyloid  degeneration  of  the  sister  kidney  in  cases 
of  long  standing  unilateral  renal  tuberculosis. 

Although  the  course  and  result  of  renal  tuberculosis,  depicted 
here,  generally  occurs,  I  do  not  wish  to  neglect  to  mention  that  this 
course  may  extend  over  many  years,  or  even  decades,  of  passable 
general  condition.    We  should  have  to  take  up  the  question:  have 
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cases  of  cure  or  long  rest  of  the  tuberculous  process  been  observed; 
and  in  case  they  have,  which  are  these  cases,  and  what  is  the  per- 
centage of  the  latter  to  the  former? 

Of  the  cases  of  renal  tuberculosis  at  my  disposal,  which  I  have 
examined,  sixty  in  number,  I  can  report  upon  three  in  which  the 
renal  tuberculous  process  was  little  developed  at  the  time  of  ex- 
amination, making  an  operation  advisable,  but  in  which,  against 
our  advice,  operation  was  omitted,  and  in  which  the  process  came 
to  a  standstill. 

In  two  of  these  a  mineral  pyuria  was  present.  In  the  third, 
only  the  repeated  hematuria,  after  inoculation  of  Guinea  pigs,  led 
us  to  the  diagnosis.  In  the  first  case  the  tuberculosis  was  dis- 
covered four  years  ago;  in  the  second,  five  years  ago;  in  the  third, 
eight  years  ago.  The  first  two  patients  are  well  and  in  good  con- 
dition of  nutrition.  Their  urine  is  still  slightly  turbid.  The  third, 
at  the  present  day,  has  clear  urine  and  is  absolutely  free  of  symp- 
toms. The  last  hemorrhage  occurred  a  year  ago,  but  Guinea 
pigs  which  were  inoculated,  even  three  months  ago  with  his  urine, 
became  tuberculous. 

In  all  three  cases  it  is  possible  to  speak  of  a  standstill  of  the 
tuberculous  renal  process,  although  not  of  a  cure.  The  third  case 
without  suppuration,  only  recognizable  through  the  unilateral 
hematuria,  is  that  type  of  cases  in  which,  I  believe,  it  is  possible 
for  a  time  to  omit  operation. 

If  it  is  clear  upon  the  one  side  that  the  process  may  remain 
quiescent  for  years,  or  even  heal  entirely ;  and  if,  on  the  other  hand, 
experience  teaches  us  that,  even  where  the  tuberculous  process  ad- 
vances, it  may  remain  for  a  long  time  localized  in  one  kidney, 
then  the  chance  for  a  spontaneous  cure  may  be  given  the  patient, 
and  there  is  no  reason  for  hurried  interference.  We  may  wait 
before  operating  on  a  tuberculous  kidney,  whose  function  is  not 
decidedly  diminished,  when  compared  with  the  other  kidney,  until 
pus  cells  may  be  discovered  in  the  urine  by  macroscopic  or  micro- 
scopic examination,  presuming,  naturally,  that  other  important 
conditions,  such  as,  for  example,  profuse  hemorrhages,  do  not  give 
an  indication  for  operation,  or  the  ureter  of  the  diseased  kidney  is 
not  occluded.  In  the  last-mentioned  case  an  advanced  nephro- 
phthisis may  be  present  with  entirely  clear  urine. 

Unfortunately,  however,  this  favorable  course  of  those  cases 
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of  renal  tuberculosis,  which  are  left  to  themselves,  is  the  excep- 
tion. Contrasted  with  these  three  cases,  which  have  remained 
quiescent,  there  are  five  times  as  many  which  have  run  an  unfavor- 
able course.  The  rule  is:  that  the  tuberculous  process  spreads 
rapidly  in  the  minority,  slowly,  but  surely,  in  the  majority  of  cases. 
Subacute,  or  chronic  phthisis,  vesical-genital  tuberculosis,  neph- 
ritis, amyloid  degeneration,  tuberculosis  of  the  other  kidney,  or 
even  a  miliary  spreading,  undermine  the  life  of  the  patient. 

As  a  result,  it  is  necessary,  just  as  soon  as  a  suppuration  is  dis- 
covered, even  though  this  be  only  microscopic,  to  recommend  oper- 
ation for  the  operable  cases.  With  this  point,  we  come  to  the 
further  important  question :  which  are  the  cases  amenable  to  opera- 
tion? 

It  is  self-evident  that  cases  of  general  tuberculosis,  in  which 
the  kidney  is  only  one  of  the  organs  in  which  the  process  has  be- 
come localized,  are  to  be  excluded  from  operation. 

The  question  of  operation  is  difficult  to  determine  in  those  cases 
with  great  weakness,  fever  and  a  very  bad  general  condition.  If 
these  are  only  the  expression  of  the  localized  renal  tuberculosis, 
e.g.,  the  results  of  a  febrile  movement  caused  by  the  renal  pro- 
cess, then  there  is  not  only  no  contraindication  to  the  operation, 
but  just  this  sunken  general  condition  makes  the  operation  imper- 
ative. As  a  matter  of  fact,  we  saw  cases  in  really  miserable  con- 
dition, who  had  lost  thirty  to  forty  pounds  in  weight,  greatly  im- 
prove after  the  removal  of  the  tuberculous  kidney.  As  a  result, 
the  cause  of  the  generally  debilitated  condition  must  be  decided 
with  great  care.  Only  when  other  causes,  which  may  not  be  elimin- 
ated, account  for  the  weakness  would  it  be  advisable  to  omit  to 
operate;  if  this  weakness  is  caused  by  the  renal  disease  alone,  then 
these  cases  should  be  operated. 

Diabetes  is  a  disease  which  lessens  the  chances  of  operation 
very  decidedly.  I  believe  that  cases  of  renal  tuberculosis  should 
not  be  operated  upon  except  when  urgent  reasons,  such  as,  for  in- 
stance, when  continual  high  fever  is  present,  which  would  soon  lead 
to  death.  Of  the  two  deaths,  which  I  have  to  deplore,  following 
nephrectomies  for  tuberculosis,  one  occurred  in  a  case  of  diabetes, 
which  could  not  even  be  called  severe.  The  percentage  of  sugar 
in  the  urine  diminished  under  appropriate  diabetic  diet,  and  the 
patient  was  in  fair  general  condition.    In  spite  of  this,  however, 
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the  patient  died  eight  weeks  after  the  operation  as  a  result  of  in- 
creasing weakness.  The  percentage  of  sugar  rose  ominously  after 
the  operation.  In  the  first  week  after  the  operation,  acetone  ap- 
peared in  the  urine,  which,  however,  disappeared  later. 

The  prerequisitive  for  the  success  of  the  operation  is  a  good 
cardiac  strength.  If  you  examine  the  literature,  you  will  find  that 
cardiac  weakness  is  comparatively  frequently  given  as  the  cause  of 
death.  It  is  a  fact  that,  following  nephrectomy,  great  demands 
are  made  upon  the  strength  of  the  heart,  consequently  we  must 
reckon  very  carefully  with  this  fact. 

A  pronounced  arterio  sclerosis,  particularly  of  the  coronary 
arteries,  would  have  to  be  regarded  as  a  contraindication  for  the 
operation.  Naturally,  in  this  case,  the  decision  is  a  particularly 
difficult  one,  since  up  to  the  present  time  we  do  not  possess  any 
criterion  for  the  determination  of  cardiac  function.  Generally 
speaking,  weakened  functional  power  of  the  heart  is  seldom  a  con- 
traindication to  the  operation.  We  have  never  refused  to  perform 
the  operation  on  these  grounds.  We  may  be  all  the  more  braver 
in  this  direction,  since  in  the  saline  infusions  following  the  opera- 
tion we  possess  an  excellent  measure  for  temporarily  stimulating 
the  cardiac  strength. 

Likewise  the  presence  of  a  vesical  tuberculosis  has  never  been 
a  reason  for  us  to  omit  the  operation. 

The  results  of  nephrectomy,  in  the  presence  of  advanced  vesical 
tuberculosis,  were  not  so  good  as  in  those  cases  in  which  this  com- 
plication was  absent,  but  there  is  all  the  less  reason  to  refuse  the 
patients  the  benefit  of  the  operation,  since  experience  shows  that 
the  vesical  process  is  decidedly  improved  after  the  operation,  and 
may  even  come  to  a  complete  standstill.  Vesical  tuberculosis,  in 
a  large  class  of  cases,  is  to  be  considered  as  a  strictly  localized 
tuberculosis  which  shows  little  tendency  towards  spreading  or  to 
become  general.  I  know  of  two  cases  in  which  the  process  has 
been  present  for  ten  years.  Occasionally  there  is  an  exacerbation 
followed  by  a  quiescent  period  for  another  year. 

Now,  having  considered  all  these  problems,  there  remains  one 
<{iics lion,  which  is  of  the  greatest  importance  for  the  decision,  and 
thai  is  the  one  with  reference  to  the  condition  of  the  second  kidney. 

Those  deaths  occurring  as  the  result  of  an  unrecognized  insuf- 
ficiency of  the  second  unoperated  kidney  are  the  cause  of  the  still 
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comparatively  large  high  mortality  in  nephrectomy  for  renal  tuber- 
culosis. Among  my  cases  of  renal  tuberculosis  there  were  twelve 
in  which  an  operation  could  not  be  performed,  because  in  four 
cases  the  second  kidney  was  already  found  diseased  at  the  first  ex- 
amination (nephritis,  amyloid-degeneration,  or  tuberculosis  of  the 
other  kidney)  in  four  instances,  because  of  tuberculosis  in  other 
localities  in  the  genital  apparatus  (epididymis,  prostate,  seminal 
vesicles) .  From  this  we  derive  the  postulate  to  make  the  diagnosis 
as  early  and  exact  as  possible.  The  early  and  complete  diagnosis, 
taking  into  consideration  all  the  points  mentioned,  particularly  with 
regard  to  the  condition  of  the  second  kidney,  is  the  basis  upon 
which  the  successful  operative  therapie  of  renal  tuberculosis  rests. 
If  this  is  correct,  then  this  must  be  proved  in  the  results  obtained  by 
the  modern  operators,  who  have  employed  my  methods  of  examin- 
ation, in  contrast  to  the  former  period.  That  is  in  an  evident 
measure  the  case.  However,  before  we  take  up  the  comparative 
statistics,  I  must  say  a  word  concerning  the  manner  of  making 
statistics.  One  writer  reports  deaths  resulting  immediately  or 
shortly  after  the  operation;  another  divides  these  into  immediate 
and  distant  results;  a  third  includes,  also,  deaths  resulting  through 
intercurrent  diseases.  With  the  one  the  deaths,  which  are  not  di- 
rectly caused  by  the  operation,  are  limited  to  three  weeks  after  the 
operation;  with  another  to  three  months.  Because  of  this,  an  ob- 
jective decision  concerning  the  number  of  deaths  is  rendered  very 
difficult.  There  is  too  much  latitude  given  to  the  subjective  view  of 
each  observer.  If  one  wishes  to  compare  two  things  with  each 
other,  with  regard  to  a  decision,  then  the  conditions  under  which 
these  comparisons  are  made  must  be  similar.  In  this  connection 
we  have  to  decide  upon  the  number  of  deaths  as  a  result  of  neph- 
rectomies for  tuberculosis.  The  question  concerning  the  later  re- 
sults of  operations  for  tuberculosis  is  an  entirely  different  one,  and 
may  be  excluded  here,  because  the  duration  of  five  years  since  the 
introduction  of  functional  diagnosis  is  much  too  short  for  a  de- 
cision upon  this  point.  In  the  interest  of  unanimity,  I  would  pro- 
pose that  we  include  in  the  deaths,  due  to  the  operation,  all  those 
which  have  occurred  up  to  six  months  after  the  operation.  Of 
course  a  further  differentiation  into  those  deaths  occurring  im- 
mediately, or  remotely,  after  the  operation  is  necessary  for  the 
more  descriminate  observation.    Immediate  causes  would  be,  for 
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instance,  shock,  sepsis,  hemorrhage,  etc.  The  remote,  for  instance, 
a  rapid  extension  of  the  tuberculosis  to  other  organs.  It  is  also  cer- 
tain that  through  this  the  statistics  of  the  one  or  other  operator 
would  be  harshly  dealt  with,  since  he  may  have  lost,  during  the 
first  six  months,  one  or  two  cases  through  some  intercurrent  dis- 
ease having  no  connection  with  the  original  affection,  such  as,  for 
instance,  pneumonia,  perityphlitis,  etc.  However,  nothing  is  per- 
fect in  this  world,  least  of  all  statistics.  For  that  reason,  in  order 
to  avoid  the  greater  mistake,  one  must  prefer  the  smaller,  and  ad- 
here to  a  common  principle  for  the  gathering  of  statistics.  I  have 
not  allowed  the  trouble  to  hinder  me,  with  due  regard  to  the  fore- 
mentioned  factors,  from  recounting  the  results  of  a  number  of  au- 
thoritative surgeons,  in  order  to  be  in  the  position  to  compare  that 
which  is  really  comparable.  I  compare  those  deaths  which  oc- 
curred within  six  months  after  nephrectomy  among  the  cases  of 
five  authors,  who  have  worked  with  the  aid  of  ureter  catheterism 
and  functional  diagnosis,  and  those  of  five  surgeons  who  did  not 
employ  these  aids,  or  could  not  employ  them,  since  at  the  time  of 
the  operation  they  did  not  then  exist.  Without  ureter  catheterism, 
the  following  operations  were  done: 

Konig,1  18  nephrectomies;  died  within  the  first  six  months,  6  =  33  i-J% 

Israel,2  28  "  "         "      "      "     "       "        7  =  25%  - 

Kroenlein,*  34  "  "         "      "      "      "       "        7  =  20% 

Czerny,*  35  "  "         "      "      "      "       "        6  =  17%  - 

Suter  ( Burckhardt)'' 14  "  "         "       "      "      "       "        2=14.3%  - 

The  following  operations  were  done  with  ureter  catheterism : 

Barth,6  7  nephrectomies;  died  within  the  first  six  months,  1  =  14.3%  " 

Kumel,7  42           "  "  "      "     "     "  "       6  =  14.3%  - 

Casper,"  19            "  "  "      "      "      "  "        2  =  10.5%  - 

Rotter,'  8           "  "  "      "     "     "  "       2  =  25%  - 

Albarran,10  53            "  "  "      "      "      "  "        2  =   3-7%  - 

'Konig.  D.  Med.  W  ochenschrift,  1900,  Nr.  7.  All  of  them,  more  or  less,  in  con- 
nection with  the  operation. 

2  Israel  lost  3  cases  during  first  3  days,  one  case  after  3  weeks,  one  after  6  weeks, 
one  after  52  days,  and  one  after  3  months. 

a  Kroenlein  lost  2  cases  soon  after  the  operation  ;  5  up  to  the  fourth  month  after 
the  operation  from  extending  tuberculosis. 

'Czerny:  one  case  of  sepsis  (No.  3)  ;  3  of  cardiac  weakness  (6,  16  and  23)  ;  one 
of  weakness  (No.  20)  ;  one  of  collapse  (No.  24).  (Beitrage  zur  Klin.  C/iir.  XXX, 
1901,  milgeteilt  von  O.  Simon). 

6  Suter:  (Corrcspondcnzblatt  fiir  Sc/izveizer  Arzte,  1903,  Nr.  10.)  2  cases  result- 
ing from  the  operation  (cases  11  and  13). 

'Private  Mitteilung. 

''Deutsche  Gesellschaft  fur  C/iirurgie,  1904.  one  phthisis,  one  collapse,  one  sepsis, 
«ne  peritonitis,  1  uraemia,  1  cirrhosis  of  the  liver. 

"One  case  acute  miliary  tuberculosis  four  and  one-half  weeks  after  the  operation, 
one  case  two  months  after  operation  (as  a  result  of  progressive  weakness). 

"Private  Mitteilung.    One  case  hemorrhage,  one  case  sepsis. 

10  Private  Mitteilung. 
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This  contrast  shows  clearly  the  decrease  in  deaths  after  neph- 
rectomy in  the  second  group.  Since,  however,  small  numbers  in 
themselves  prove  nothing — the  small  statistics  of  any  operator  may 
be  made  altogether  too  unfavorable  through  some  unfortunate 
occurrences,  e.  g.,  shock,  cardiac  weakness,  sepsis  (see  Rotter's 
cases) .  Let  us  compare  the  total  figures  (number  of  nephrectomies 
and  number  of  deaths)  with  each  other.  This  would  give,  on  the 
side  of  the  old  school,  I2Q  nephrectomies  with  28  deaths  =  2I.J% 
mortality ;  on  the  side  of  the  new  school,  I2Q  nephrectomies  with 
J  5  deaths  =  10%  mortality.  If  so,  for  it  has  been  proven  beyond 
doubt  that  the  modern  operators  have  the  much  better  results  to 
show,  then  also  the  cause  for  this  improvement  is  decided  for  us 
all.  The  technic  was  just  as  well  developed  five  years  ago  as  now. 
No,  the  cause  does  not  lie  in  this,  but  in  the  more  complete  and 
finer  diagnosis.  In  order,  however,  to  prove  to  the  most  exacting 
doubter  that  the  cause  for  the  improvement  is  really  to  be  sought 
in  the  deeper  consideration  of  the  nature  of  the  case,  in  the  possi- 
bility given  by  our  methods  of  examination  to  determine  the  con- 
dition of  health  and  function  of  the  second  kidney,  I  have  gone 
as  far  as  possible  into  the  cause  of  each  individual  death.  This 
results  as  follows.  Deaths  as  a  result  of  renal  insufficiency  after 
nephrectomy  are : 


RENAL  RENAL 

DEATHS             AUTHOR  INSUFFICIENCY  DEATHS  AUTHOR  INSUFFICIENCY 

6  Konig*  o  1  Barth  o 

7  Israel  3  2  Casper  o 
7  Kroenlein  1  2  Rotter  o 
6  Czerny  o  6  Kiimel  1 
2  Suter  1  2  Albarran  o 


22  cases  5.22.7%  13  cases  1.7.7% 


•Konig's  cases  cannot  be  counted  here,  since  the  cause  of  death  is  not  given. 

The  figures  speak  clearly  and  make  any  further  explanation 
unnecessary.  They  justify  us  in  the  gratifying  hope  that  the  more 
ureter  catheterism  and  functional  renal  diagnosis  obtain  an  en- 
trance into  the  circle  of  physicians,  the  greater  will  be  the  prospect 
in  the  fight  against  renal  tuberculosis,  the  greater  the  number  of 
these  sufferers  we  shall  be  able  to  save. 
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Vice-President  (1894-95)   and  Hunterian  Professor  of  Pathology  and  Surgery 
(1890-91),  Royal  College  of  Surgeons  of  England;   Surgeon  to 
St.  Peter's  Hospital,  London. 

PREFACE. 

As  I  am  still  asked  for  copies  of  this  paper,  I  have  again  reprinted  it 
with  the  addition  of  some  letters  which  are  of  interest,  relative  to  any  claim 
it  may  have  to  originality. 

Before  the  paper  was  published  in  the  Lancet  (January  4,  1896),  I 
had  submitted  it  to  two  leading  Consultants  on  urinary  disorders,  then  in 
practice,  namely,  the  late  Sir  William  Roberts  and  Professor  Sir  T. 
Grainger  Stewart.   Their  replies  were  as  follows: — 

"London,  November  27,  1895. 
"My  Dear  Harrison: — I  think  the  paper  is  capital,  and  is  pitched  in  exactly  the 
right  key.    I  believe  it  will  be  the  starting  point  of  important  things  in  the  treat- 
ment of  inflammatory  affections  of  the  kidneys.    I  congratulate  you. 

"Yours  sincerely, 

"William  Roberts." 

Later  on  Sir  William  wrote  me  again  in  reference  to  my  prepared 
address  (on  the  same  subject),  as  President  of  the  Medical  Society  of 
London,  in  1896: — 

"London,  July  22,  1896. 
"I  have  no  alteration  or  amendment  to  suggest  in  your  address.    I  think  it  is  im- 
portant and  novel — quite  a  new  departure  in  the  treatment  of  renal  inflammation." 

Sir  Grainger  Stewart  also  wrote  me: — 

"Edinburgh,  November  29,  1895. 
"My  Dear  Mr.  Harrison: — I  have  read  with  much  interest  the  paper  which 
you  have  been  good  enough  to  send  me,  and  which  I  herewith  return.  It  seems  to 
me  to  state  extremely  well  a  principle  of  treatment  of  very  considerable  practical 
importance,  and  one  which  I  hope  to  be  able  to  apply  in  practice  from  time  to  time. 
What  had  occurred  to  me  was  that  in  certain  cases  of  renal  disease  the  kidneys  prob- 
ably became  so  congested  and  so  tense  that  secretion  was  interfered  with,  or  became 
impossible.  And  the  plan  that  suggested  itself  to  my  mind  was  to  introduce  an 
aspirator  needle  of  medium  size,  and  exhaust  so  as  to  deplete  the  organ  to  some 
extent.  Your  plan  is  evidently  much  better,  both  in  respect  of  efficacy  and  accuracy. 
The  needle  might  seem  less  formidable.   Thanking  you  heartily  for  the  paper, 

"Yours  very  truly, 

"T.  Grainger  Stewart." 

These  letters,  apart  from  their  intrinsic  interest  relative  to  the  whole 
subject,  supported  my  belief  that  this  was  the  first  published  paper,  or  public 
announcement,  advocating  interference  with  the  capsule  of  the  kidney,  by 
incising  or  puncturing  it  for  "inflammatory  affections  of  the  kidney,"  which 
at  that  time  had  appeared. 

Incidentally  I  may  add  that  this  paper  might  have  been  printed  some- 
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what  earlier,  but  the  Lancet  kindly  asked  my  permission  to  hold  it  over  for 
a  place  in  their  first  number  for  1896,  a  compliment  which  I  much 
appreciated. 

6,  Lower  Berkeley  Street,  London. 
November ;  1904. 

1 THINK  the  assertion  may  be  made  that  if  certain  organs 
of  the  body  occupied  other  positions  than  those  where  Nature 
has  placed  them,  a  variety  of  morbid  conditions  to  which 
they  are  respectively  liable  would  now  receive  somewhat  different 
treatment  from  that  which  has  hitherto  been  adopted.  This  is  a 
consideration  which  naturally  presents  itself  to  us  with  greater 
force  at  the  present  time,  when  by  the  aid  of  antiseptic  surgery 
all  parts  of  the  body  are  being  brought  within  reach  of  surgical  ex- 
ploration and  treatment  with  a  degree  of  certainty  and  safety  far 
beyond  what  the  most  saguine  could  ever  have  anticipated.  The 
most  recent  advances  of  this  kind  are  illustrated  by  what  has  been 
done  in  the  case  of  the  brain  and  spinal  cord. 

Of  other  complex  organs  probably  the  eye  furnishes  us  with 
the  best  example  of  what  surgery  is  able  to  accomplish  in  re- 
moving obstacles  and  impediments  to  vision  and  in  combating  the 
disastrous  effects  of  intraocular  tension  and  the  degenerations 
arising  therefrom.  For  these  advances  are  we  not  in  a  measure 
indebted  to  the  accessibility  of  this  organ  both  so  far  as  relates 
to  inspection  and  treatment? 

Amongst  other  organs  of  the  body  the  kidneys  furnish  us 
with  examples  of  the  most  complex  and  delicate  forms  of  struc- 
tural development,  as  we  might  expect,  considering  the  elaborate 
kind  of  excretion  in  which  they  are  engaged.  Like  the  eyes  they 
are  double  organs,  with  sympathies  existing  between  them  by 
which  impressions  and  actions  are  reflected  from  the  one  to  the 
other.  Relief  afforded  to  one  kidney,  for  instance,  usually  assists 
the  other,  whilst  when  the  excretory  power  on  one  side  is  sus- 
pended or  arrested  the  opposite  organ  speedily  takes  up  the  whole 
of  this  work.  The  surgery  of  the  kidney,  even  in  its  present  stage, 
may  be  regarded  as.  one  of  the  most  important  advances  of  the 
present  century.  What  has  been  done  for  renal  stone,  growth,  dis- 
tensions with  pus  and  urine,  abnormal  mobility,  and  other  pain- 
ful affections  of  this  part  is  sufficient  to  indicate  this.    Nor  is  it  at 
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all  likely  that  we  have  here  reached  limits  which  cannot  be  ex- 
tended with  advantage.  I  allude  more  particularly  to  the  effects 
of  tension  arising  out  of  excessive  excretory  efforts  on  the  part 
of  these  organs  and  resulting  in  congestion  and  inflammation, 
which,  in  some  instances,  are  probably  more  disastrous  and  far- 
reaching  in  their  local  consequences  than  those  surgical  condi- 
tions of  the  kidney  which  have  been  briefly  noted. 

I  have  referred  to  the  eye  as  illustrating  what  surgery  has 
accomplished  in  reference  to  tension  and  certain  ill-effects  arising 
out  of  it.  Here  one  of  the  most  disastrous  effects  of  pressure  is 
seen  in  that  condition  to  which  the  term  "glaucoma"  is  applied. 
The  recognition  of  the  true  pathology  of  this  affection  and  the 
adoption  of  mechanical  treatment  by  iridectomy  or  an  allied  opera- 
tion for  its  relief  at  once  resulted  in  the  saving  of  a  vast  number 
of  eyes  which  previously  to  this  discovery  would  have  been  lost. 

I  propose  considering  in  this  paper  some  points  connected  with 
tension  of  the  kidney  relative  to  albuminuria  and  its  treatment 
by  surgical  means.  In  the  first  place  I  would  draw  attention  very 
briefly  to  the  structural  arrangement  of  the  kidney.  It  may  be 
said  to  be  a  highly  organized  gland  surrounded  by  a  thin,  though 
fibrous,  capsule,  and  divided  up  into  departments  or  sections  by 
barriers  of  a  similar  tissue.  It  is  capable  of  distension  to  almost 
any  degree  by  a  gradual  force  acting  from  within,  as,  for  instance, 
the  retrograde  pressure  proceeding  from  strictures  which  oppose 
the  escape  of  its  excretion,  but  from  the  nature  of  its  structural 
constituents  is  incapable  of  adapting  itself  to  sudden  emergencies 
of  this  kind.  Before  proceeding  to  notice  some  results  which 
have  followed  certain  operations  I  have  practised  upon  the  kidney, 
and  the  deductions  which  these  seemed  to  warrant,  there  are  two 
questions  I  should  like  to  raise.  In  the  first  place,  is  there  evi- 
dence to  warrant  a  conclusion  that  the  exudation  of  albumin  by 
the  kidneys  is  the  result  of  structural  damage  directly  occasioned, 
as  might  occur  as  the  result  of  nephritis  or  renal  congestion?  And 
in  the  second  place,  are  the  degenerative  changes  subsequently 
noticed  in  the  chronic  forms  of  these  affections  consequent  upon 
the  damage  thus  inflicted  on  the  organ? 

Possibly  my  surgical  experience  has  led  me  to  exaggerate  the 
disastrous  effects  of  tension  on  the  tissues  of  the  body,  though  for 
the  most  part  it  has  been  gained  in  regions  which  may  be  said  to 
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be  less  highly  organized  and  less  delicate  than  the  excreting  ap- 
paratus of  the  kidney.  It  certainly  seems  somewhat  remarkable 
at  the  present  day  that  so  many  different  views  exist,  or  have  been 
put  forward,  explanatory  of  the  process  by  which  albumin  exudes 
so  as  to  form  a  variable  part  of  the  urinary  excretion.  These 
various  theories  I  shall  not  attempt  to  discuss  in  detail  or  to  recon- 
cile. That  albumin  is  frequently  found  in  the  urine  under  con- 
ditions necessitating  high  vascular  tension,  and  where  the  excre- 
tory strain  on  the  organ  is  considerable,  as  in  the  acute  form  of 
scarlatinal  nephritis,  cannot,  I  think,  be  denied.  Referring  to  the 
latter  point,  Sir  T.  Grainger  Stewart  observes:  "Albuminuria  is 
very  often  due  to  changes  of  an  inflammatory  character  in  the 
epithelium  of  the  tubules  and  in  the  stroma  of  the  organ,  and  in 
a  very  large  proportion  of  the  cases  in  which  it  occurs  in  practice 
it  is  dependent  upon  this  cause."  That  the  changes  which  take 
place  as  a  consequence  of  nephritis  by  the  substitution  of  a  lower 
for  a  higher  excretory  tissue,  as  we  see  in  the  cirrhosed  forms 
of  Bright's  disease,  are  due  to  the  damage  the  organs  received  in 
the  active  and  initial  stage  of  congestion,  seems  by  no  means 
improbable.  Sir  Thomas  Watson,  in  his  Lectures,  observed  that 
"the  stress  or  congestion  which  befalls  the  kidney  in  cases  of  feb- 
rile anasarca  may  set  on  foot  a  morbid  process  that  long  works 
silently  and  unobserved,  but  at  last  declares  its  operation  by  symp- 
toms."1 We  may  perhaps  argue  that  by  the  organization  of  the 
products  of  inflammation  and  congestion,  and  by  the  repairs  the 
latter  may  render  necessary,  an  explanation  may  be  found  for 
some  of  the  structural  changes  observed  in  connection  with  certain 
chronic  forms  of  nephritis.  Nor  can  the  fact  be  entirely  dis- 
carded in  connection  with  this  subject  that  the  medicinal  treat- 
ment of  albuminuria,  so  far  as  relates  to  the  altered  state  of  the 
urine,  cannot  be  regarded  as  entirely  satisfactory  or  progressive. 
Commenting  upon  this  point,  Sir  T.  Grainger  Stewart  observes: 
"Sir  William  Roberts  and  Professor  Rosenstein  have  come  to 
the  same  general  conclusion  as  Professor  Saundby  as  regards  the  in- 
efficacy  of  drugs  in  diminishing  albuminuria,  and  I  have  satisfied 
myself  by  a  long  series  of  careful  observations  that  we  have  no 
right  to  credit  any  drug  with  the  power  of  directly  diminishing 
the  discharge  of  albumin."2 


1  "Lectures  on  Albuminuria."  1888. 
'Guy's  Hospital  Reports,  1890." 
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I  will  now  proceed  to  the  more  practical  part  of  the  subject. 
This,  though  of  a  somewhat  fragmentary  character,  presents 
points  of  interest  which  seem  worthy  of  consideration,  if  not  of 
further  application. 

Since  the  introduction  of  the  more  general  adoption  of  direct 
exploration  of  the  kidney  through  an  incision  from  the  loin  or 
otherwise  a  certain  proportion  of  cases  have  been  met  with  where 
it  failed  to  reveal  any  obvious  cause  for  the  symptom  or  symp- 
toms which  led  to  the  adoption  of  the  proceeding.  It  has,  how- 
ever, been  frequently  noticed  that  such  cases  were  often  complete- 
ly and  permanently  cured  by  what  was  done.  Amongst  others, 
Professor  Annandale  was  one  of  the  first  to  draw  attention  to 
this  fact.  A  few  examples  of  this  kind,  occurring  at  varying  in- 
tervals during  a  somewhat  lengthened  experience  of  my  own, 
have  led  me  to  believe  that  there  may  be  other  explanations  for 
this  than  those  hitherto  offered.  I  regret  that  only  scanty  notes 
were  kept  at  the  time  of  some  of  my  cases,  arising  from  the  fact 
that,  in  the  absence  of  what  was  sought  for,  the  existing  conditions 
were  insufficiently  appreciated,  whilst  the  results  appeared  either 
unexplainable  or  were  referred  to  local  states,  such  as  the  accidental 
fixation  of  a  loose  kidney,  the  division  of  a  disordered  nerve,  or 
the  moral  effects  of  an  operation.  Further,  I  have  frequently 
drawn  attention  at  the  time  of  exploration  to  the  varying  states 
as  to  tension  the  kidney  presented  in  different  individuals.  In 
one  case  it  would  resemble  that  of  a  ripe  plum,  whilst  in  another 
the  organ  was  flaccid  and  unresisting  on  pressure  with  the  finger. 
Yet  these  differences  were  not  always  explainable. 

In  the  early  days  of  renal  surgery  I  cut  down  on  the  kidney 
from  the  loin  in  a  youth,  aged  18,  expecting  to  find  a  suppuration 
either  within  or  around  the  organ.  The  patient  was  suspected 
to  have  had  scarlet  fever  three  weeks  before  this  was  done  and 
had  since  suffered  from  intense  lumbar  pain.  He  had  had  a 
slight  rash,  some  desquamation,  a  sore  throat,  and  albuminous 
urine  with  casts.  I  undertook  the  operation  with  some  hesita- 
tion, and  limited  my  incision  so  as  just  to  enable  me  to  put  my  fin- 
ger on  the  kidney.  It  felt  so  tense  that  I  extended  my  incision  and 
opened  it  with  confidence,  expecting  to  find  matter.  This  was  not 
the  case,  and  I  closed  the  wound  with  the  feeling  that  I  had  made 
an  error  in  diagnosis.    There  was  a  full  discharge  of  blood  and 
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urine  from  the  wound  for  some  days.  The  latter  was  lightly 
plugged  with  lint  and  in  the  course  of  ten  days  or  so  healed  sound- 
ly. After  the  incision  was  made  the  excretion  of  urine  became  far 
more  abundant,  and  the  albumin  gradually  and  completely  disap- 
peared. 

In  1887  I  operated  upon  a  man,  aged  50,  who  by  nature  of 
his  occupation  spent  a  large  amount  of  his  time  underground. 
Occasionally  he  suffered  from  hematuria  in  conjunction  with 
colicky  pains  about  the  groins,  and  I  came  to  the  conclusion  that 
he  was  suffering  from  renal  calculus.  As,  however,  the  symp- 
toms were  neither  urgent  nor  confined  to  one  kidney  the  considera- 
tion of  operation  was  postponed.  In  the  course  of  a  few  months 
after  I  first  saw  him,  and  whilst  he  was  continuing  his  work  under- 
ground, the  urine  became  largely  and  constantly  albuminous,  and 
there  was  some  pain  referred  to  the  right  loin.  I  took  him  into 
the  Royal  Infirmary  at  Liverpool,  where  I  was  then  residing,  and 
explored  the  right  kidney.  The  organ  was  found  to  be  enlarged 
and  tense.  An  incision  of  an  inch  in  length  was  made  through 
the  cortex,  and  the  pelvis  was  explored  with  the  finger,  but  after 
careful  examination  no  stone  could  be  found.  There  was  a  con- 
siderable discharge  of  blood  and  urine,  which  continued  for  a 
fortnight  or  so,  a  drainage  tube  being  retained  in  the  wound;  on 
the  withdrawal  of  the  latter,  healing  followed,  and  the  urine 
became  quite  normal.  I  heard,  some  time  afterwards,  that  the 
patient  remained  in  excellent  health  and  was  able  to  resume  his 
ordinary  occupation. 

The  only  other  case  I  shall  refer  to  is  one  that  came  under  my 
observation  in  1893.  ^  was  tnat  °f  a  woman,  aged  44,  who  had 
suffered  from  slight  haematuria  at  times  for  a  year  previously; 
occasionally  the  urine  was  albuminous.  Shortly  after  I  saw  her 
she  had  a  severe  attack  of  influenza,  which  was  followed  by  an 
aggravation  of  her  renal  symptoms.  She  complained  of  pain  on 
pressure  over  the  left  kidney,  and  the  albumin  not  only  increased 
in  quantity,  but  was  constantly  present  in  the  urine.  As  she 
believed  she  had  passed  a  small  calculus  some  months  previously, 
I  thought  it  a  proper  case  for  exploration,  and  this  was  accord- 
ingly made.  The  late  Mr.  Durham  saw  the  patient  in  consulta- 
tion with  me.  The  left  kidney  was  found  to  be  swollen  and  very 
tense.    It  was  opened  and  explored  with  the  finger,  but  no  cal- 
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cuius  could  be  discovered.  There  was  a  free  drain  of  urine  with 
some  blood  which  continued  for  about  a  fortnight,  when  the  wound 
closed.   The  patient  is  now  quite  well  and  the  urine  normal. 

Looking  at  the  case  I  have  briefly  related,  I  believe  that  the 
first  was  scarlatinal  nephritis,  the  second  nephritis  from  exposure 
to  cold  and  damp,  and  the  last  subacute  nephritis  following  most 
probably  upon  influenza.  Amongst  other  features,  each  case  was 
characterized  by  the  presence  of  albumin  in  the  urine,  which  I 
am  inclined  to  attribute  to  inflammation  or  its  immediate  effects. 

We  do  not,  I  think,  sufficiently  recognize  the  intense  degree  of 
vascular  and  tubular  infraction  that  attends  some  grades  of  neph- 
ritis. Some  years  ago  I  saw  a  girl,  aged  7,  who  was  suffering 
from  scarlet  fever  of  a  malignant  type.  Almost  complete  sup- 
pression of  urine  was  the  leading  feature  in  the  case,  and  death 
took  place  in  four  days  from  the  commencement  of  the  illness. 
At  the  necropsy  the  kidneys  were  found  to  be  so  highly  congested 
that  I  was  not  surprised  at  their  being  unable  to  excrete.  I  re- 
member the  passing  impression  arising  in  my  mind  that  an  incision 
into  them  appeared  to  be  the  only  means  that  might  have  been 
effectual  in  restoring  their  function.  In  a  recent  paper  on  "Scar- 
latinal Nephritis  and  its  Varieties,"  Dr.  Meadows  Turner3  re- 
marks: "Out  of  the  5,109  cases  fifty-five  died  with  nephritis 
either  alone  or  complicated  with  other  lesions.  This  number  in- 
cludes those  who  presented  some  symptoms  during  life,  as  well  as 
some  others  in  whom  post  mortem  extensive  disorganization  of 
the  kidney  was  found,  though  during  life  there  were  no  sufficient 
symptoms  for  diagnosing  such  a  complication." 

That  inflammation  attended  with  exudation,  but  not  neces- 
sarily with  suppuration,  is  sufficient  to  destroy  the  functional  power 
of  an  organ  is  evidenced  in  the  case  of  the  testes,  where  ability 
to  procreate  is  sometimes  lost  by  synchronous  or  successive  at- 
tacks of  epididymitis  on  the  two  sides.  The  late  Mr.  Henry 
Smith,  in  connection  with  this  subject,  not  only  showed  that  the 
progress  of  this  disease  might  be  curtailed  and  pain  removed,  but 
that  the  function  of  the  organ  might  be  preserved  by  a  limited 
division  of  the  investing  tunic.  In  this  way,  he  urged,  the  dis- 
astrous effects  of  tension  on  the  organ  might  be  averted.  I  have 
frequently  availed  myself  of  this  practice  with  advantage. 


J  Transactions,  October  12,  1896. 
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A  few  words  may  be  added  as  to  the  nature  of  the  operation 
which  might  be  appropriate  in  cases  of  suspected  kidney  tension 
and  as  to  the  time  and  occasion  of  its  application.  It  may  be 
briefly  stated  as  being  that  usually  adopted  for  the  exploration  of 
the  kidney  with  the  finger  by  means  of  a  small  transverse  lumbar 
incision.  The  surgeon  will  then  be  able  to  judge  from  the  feel 
of  the  organ  as  to  whether  it  is  desirable  to  open  it.  If  the  in- 
dications are  not  clear,  the  wound,  on  being  closed  by  sutures, 
usually  heals  by  first  intention.  At  all  events,  no  risk  is  incurred. 
In  the  second  place,  the  operation  should,  of  course,  be  reserved  for 
cases  where  there  is  evidence  that  the  recuperative  power  of  kid- 
neys suffering  from  nephritis  is  overweighted.  Where  after  an 
attack  of  this  kind  the  albumin  is  not  disappearing  from  the  urine, 
and  there  is  a  prospect,  unless  some  relief  is  found,  of  permanently 
damaged  kidneys  resulting,  then  a  trial  of  this  expedient  may  be 
undertaken  without  adding  to  the  gravity  of  the  circumstances. 
In  what  time  all  traces  of  a  nephritis,  either  acute  or  subacute, 
should  have  disappeared  from  the  urine  before  the  surgeon  is 
called  in  is  rather  a  point  for  the  physician  to  determine.  That 
many  cases  of  nephritis  with  high  tension  and  subsequent  struc- 
tural deterioration  must  necessarily  be  attended  with  cardiac  hy- 
pertrophy or  enlarged  powers  of  circulation  is  at  once  obvious. 
Diminished  capacity  to  excrete  can  only  be  compensated  for  by 
increase  in  the  rapidity  of  the  blood  current.  In  the  restoration  of 
function  we  have  the  only  safeguard  against  the  development  of 
this  complication. 

In  reprinting  my  original  paper  I  would  mention  that  this  sub- 
ject has  been  further  presented  in  my  Presidential  Addresses  to 
the  Medical  Society  of  London,4  and  to  the  Surgical  Section  of 
the  British  Medical  Association. 


4  British  Medical  Journal,  August  3,  1901. 


A  CONSIDERATION  OF  DR.  AYRES'  ARTICLE,  "THE 
TREATMENT  OF  CATARRHAL  PYELITIS  BY 


INTRA-PELVIC  INJECTIONS." 
By  Frederic  Bierhoff,  M.  D.,  New  York  City. 
To  the  Editor,  American  Journal  of  Urology,  Dear  Sir: 

IN  the  editorial  contained  in  your  initial  number  of  October, 
you  state  that  your  "object  will  be  to  present  to  the  profes- 
sion a  reliable  record  of  the  progress  of  genito-urinary  dis- 
eases in  both  sexes."  In  reading  the  issue  of  the  journal  further, 
I  find  an  article  by  Dr.  Ayres,  which  contains  so  many  incorrect 
statements  that  I  cannot  allow  the  article  to  pass  unchallenged 
to  the  observation  of  my  colleagues  of  this  and  other  countries. 
I  had  the  pleasure  of  discussing  the  article  in  question,  at  the  time 
of  its  reading,  in  Atlantic  City;  but,  owing  to  my  being  previously 
unacquainted  with  the  subject-matter  which  the  reader  intended 
to  present,  I  was  unable  to  do  the  subject  justice.  Perhaps,  there- 
fore, you  will  now  allow  me  some  of  your  valuable  space  neces- 
sary to  a  proper  consideration  of  the  topic,  so  far  as  time  and 
space  will  allow,  particularly  since,  if  such  an  article  be  permitted 
to  go  unchallenged,  it  may  lead  to  incalculable  mischief. 

I.  Dr.  Ayres  speaks  of  "catarrhal  pyelitis."  While  it  is  true 
that  many  of  the  older,  and  some  of  the  newer  text-books  speak 
of  this  as  one  of  the  varieties  of  pyelitis,  because  of  a  disregard 
of  the  cystoscope  and  ureter-catheter  in  the  making  of  the  diag- 
nosis, the  most  recent  of  the  works,  both  on  pathology  and  on  gen- 
ito-urinary diseases,  do  not  recognize  the  existence  of  a  true  catar- 
rhal pyelitis.  And  for  a  very  good  reason.  If  the  definition  of 
a  catarrhal  inflammation  given  by  Delafield  and  Prudden  be  correct 
(and  I  believe  it  to  be  so),  then  a  trite  catarrhal  pyelitis  is  an  im- 
possibility. These  authors  state  (7th  edition)  that:  "If  certain 
mucous  membranes,  or  mucous  glands  be  subjected  to  the  inciting 
agencies,  they  may  respond  by  an  overproduction  of  mucus  as  well 
as  by  an  increase,  or  death  of  cells;  this  is  mucous,  or  catarrhal 
inflammation."  In  other  words,  a  catarrhal  inflammation  is  char- 
acterized not  only  by  an  increase,  or  death  of  cells,  but  also  by  an 
overproduction  of  mucus.  In  order  to  have  this  overproduction 
of  mucus  occur,  there  must  be  an  inflammation  of  mucous  glands. 
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— and  a  careful  perusal  of  the  historical  and  pathological  author- 
ities reveals  no  mention  of  any  mucous  glands  in  either  the  renal 
pelvis,  or  the  kidney  tissue  itself,  other  than  the  following  short 
note  in  E.  Zuckerkandl's  article  (No.  i,  Handbuch  d.  Urologie)  : 
"Typical  glands  are  wanting  in  the  discharging  ( ableitenden)  por- 
tions of  the  urinary  passages,  although  we  find  tubular  continua- 
ations  of  the  epithelium.  Egli  describes  the  glands  of  the  pelvis 
as  tubulo-alveolar  formations,  without  any  lumen,  and  emphasizes 
their  inconstant  occurrence."  Therefore,  I  believe  that  I  am  justi- 
fied in  saying  that  a  diagnosis  of  "catarrhal  pyelitis"  is  incorrect 
in  any  case.  A  pelvic  hyperemia  may  occur,  and  is  marked  by  the 
escape  of  a  moderate  number  of  erythrocytes  and  isolated  leuco- 
cytes, with  a  moderate  number  of  epithelia.  There  may  also  be 
a  transudation  of  serum  and  the  formation  of  fibrin,  but  not  of 
mucus,  although  the  serum  and  fibrin  may  be  mistaken  for  mucus. 

So  much  for  the  tenability  of  the  diagnosis  "catarrhal  pye- 
litis." 

2.  In  my  discussion  of  Dr.  Ayres'  paper,  I  stated  that  his 
findings  and  views  were  totally  at  variance  with  those  of  the  ac- 
cepted authorities.  I  must,  after  having  consulted  the  utterances 
of  the  authorities,  reiterate  that  statement.  He  states  that  he  has 
examined  93  suspected  cases,  and  in  every  one  of  them  he  found 
pyelitis.  Further  on,  he  states  that  in  50  cases  of  prolonged  dis- 
charge, or  cloudy  urine  (exclusive  of  stricture),  which  he  had 
been  treating  for  three  months,  or  more,  in  49  he  found  pyelitis. 
As  he  excludes  17  of  the  cases,  this  leaves  126  cases  which  were 
examined,  and  in  125  he  found  pyelitis.  A  careful  consideration 
of  the  points  upon  which  he  based  his  diagnosis,  however,  leads 
me,  as  it  must  lead  anyone  who  has  done  any  careful  work  in  this 
particular  field  of  genito-urinary  surgery,  to  doubt  strongly 
whether,  in  any  one  of  these  76  or  125  cases,  there  was  a  pyelitis 
present  after  all.  To  give  my  reasons  for  this  doubt,  let  me  take  up 
Dr.  Ayres'  diagnostic  points,  and  contrast  them  with  the  reality. 

Dr.  Ayres  bases  his  diagnosis  upon:  (a)  The  presence  of  a 
turbid  second  urine  in  the  absence  of  cystitis,  or  "marked  pros- 
tatitis"; (b)  the  presence  of  a  peculiar  urine,  which  he  terms 
"granular  urine"  ;  (c)  the  presence  of  desquamated  pelvic  epithelia 
and  very  little  pus  in  the  urine  drawn  throufh  the  ureter-catheters 
from  the  renal  pelvis. 
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(a)  With  regard  to  the  first,  I  would  say  that  the  presence 
of  a  turbid  second  urine  may  mean  either  prostatitis  (not  neces- 
sarily of  a  marked  type,  however,  since  by  far  the  most  of  the 
cases  of  prostatitis  are  of  a  mild,  sub-acute  type,  but  run  a  pro- 
tracted course),  seminal  vesiculitis,  cystitis,  ureteritis,  pyelitis,  or 
pyelo-nephritis.  Before  considering  the  last  three,  however,  the 
presence  of  one  or  more  of  the  first  three  must  be  rigidly  excluded. 
Rovzing  states  that  it  is  necessary,  above  all  things,  before  making 
a  diagnosis  of  pyelitis,  to  exclude  the  involvement  of  the  pros- 
tate and  urethra. 

(b)  With  regard  to  the  second  point,  the  "granular  urine," 
Ayres  says:  "It  may  appear  to  the  casual  glance  perfectly  clear, 
but  if  it  be  held  up  to  a  strong  light,  minute  particles  will  be  seen 
floating  in  it.  These  particles  are  much  smaller  than  what  are 
known  as  prostatic  points,  and  they  do  not  sink  to  the  bottom  of  the 
glass,  but,  as  the  water  cools,  there  is  formed  in  the  centre  of  the 
glass  a  mucous  cloud."  He  states,  further  on:  "It  is  often  pos- 
sible to  make  an  absolute  diagnosis  of  pyelitis  by  the  appearance 
of  the  urine,  combined  with  a  few  subjective  symptoms."  I  hope 
that  Dr.  Ayres  means  by  this  that  it  is  often  possible  to  make  an 
absolute  diagnosis  of  pyelitis  by  the  microscopical  appearance  of 
the  urine,  since  not  even  the  greatest  expert,  nor  the  merest  tyro, 
would  presume  to  make  a  diagnosis  of  pyelitis  by  the  macroscopic 
appearance  of  the  urine.  The  so-called  "granular  urine"  I  have 
frequently  seen  in  cases  of  sub-acute,  endoglandular  prostatitis; 
sub-acute,  catarrhal  cystitis  coli;  chronic  urethritis  of  catarrhal 
type,  in  which  there  was  a  pronounced  desquamation  of  epithelia, 
and  in  cases  which  had  previously  been  subjected  to  overinstru- 
mentation.  Appropriate  treatment  of  the  causative  condition  was 
followed  by  absolute  clearing  up  of  the  urine,  without  any  inter- 
ference with  the  renal  pelves.  Finally,  the  formation  of  a  mucous 
cloud  in  such  urine  is  proof  positive  that  the  cloudiness  is  not  of 
pelvic,  or  renal  origin,  for  the  reasons  stated  before;  but  of  vesi- 
cal, prostatic,  or  urethral  origin.  Nor  is  it  possible  to  make  a 
positive  diagnosis  of  pyelitis  upon  the  presence  of  tailed,  cylindrical 
epithelia  in  urine  passed  voluntarily  by  the  patient,  or  drawn  by 
vesical  catheter.  I  am  aware  of  the  fact  that  some  pathologists 
claim  to  be  able  to  do  so,  but  I  venture  to  doubt  this,  since  the 
deeper  layers  at  the  vesical  neck,  and  some  of  the  prostatic  and 
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ureteral  epithelia  have  precisely  the  same  shape.  Dr.  Ayres  will 
find  this  statement  corroborated  by  those  of  Striimpel,  Senator, 
Niemeyer,  Wagner  (Handbuch  d.  Urologie),  Wossidlo,  Casper, 
Kretschmar  and  Senft,  Finger,  etc.,  etc. 

I  believe  I  can  best  close  the  consideration  of  this  point  by 
repeating  the  statement  of  Wagner,  whose  article  represents  the 
latest  utterances  upon  this  question.  He  says:  "The  proof, 
whether  pus  is  of  vesical,  pelvic,  or  renal  origin,  is  frequently  even 
more  difficult  than  the  determination  of  the  source  of  a  hema- 
turia. Neither  the  quantity  of  the  pus,  nor  the  form  of  the  cor- 
puscles gives,  here,  any  point  of  certainty.  In  renal,  or  pelveo- 
renal  pyuria,  there  is,  usually,  a  co-existing  polyuria;  the  specific 
gravity  of  the  usually  acid  urine  is  low,  the  quantity  of  albumin 
usually  greater  than  would  be  accounted  for  by  the  quantity  of 
pus.  In  the  urine-sediment  we  often  find,  in  addition  to  coccus  and 
pus-casts,  granular  epithelial  casts,  and  renal  epithelia,  namely, 
the  many-cornered  epithelia  of  the  urinary  tubules.  The  club- 
shaped  one,  or  several-tailed,  so-called  'pelvic  epithelia'  may  also 
originate  in  the  ureters,  bladder,  and  the  prostate;  at  any  rate,  they 
are  not  characteristic  of  a  renal  pyuria." 

Unless  distinctly  turbid,  purulent  urine  be  seen,  through  the 
cystoscope,  to  issue  from  the  ureter,  or  ureters,  it  is  imperative  to 
draw  the  urine  through  the  ureter-catheters,  in  order  to  diagnose 
a  pyelitis.  And  this  brings  us  to  the  consideration  of  the  next 
question. 

(c)  Dr.  Ayres  bases  his  diagnosis  of  "catarrhal  pyelitis," 
finally,  upon  the  presence  of  "desquamated  pelvic  epithelia  and 
very  little  pus  in  the  urine."  Let  us  consider  these  points  with  re- 
gard to  their  value  in  the  diagnosis  of  any  pyelitis, — leaving  aside 
the  misnomer  "catarrhal."  The  experience  of  others,  as  well  as 
myself,  and  the  views  of  such  authorities  as  Striimpel,  Senator, 
Niemeyer,  Fenwick,  Casper,  Guyon,  etc.,  etc.,  lead  me  to  the  state- 
ment that  Dr.  Ayres'  view  is  incorrect,  for  just  the  opposite  is  the 
case.  The  presence  of  pus  in  the  urine  from  the  kidney  is  what 
leads  us,  primarily,  to  the  diagnosis  of  a  pyelitis,  or  pyelo-neph- 
ritis,  and  consideration  of  the  epithelia  is  secondary.  Anyone  who 
has  carefully  catheterized  the  ureters  in  any  large  number  of  cases 
will  find  that,  in  spite  of  the  greatest  possible  care  and  gentleness 
in  the  insertion  of  the  catheter  into  the  ureter,  either  a  part  of  the 
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way  along  the  ureter,  or  up  to  the  pelvis,  an  examination  of  the 
urinary  sediment  will  almost  invariably  reveal  a  moderate  number 
of  ureteral,  or  pelvic  epithelia,  with  few  erythrocytes  and  isolated 
leucocytes,  particularly  upon  the  first  catheterization.  These 
findings  are  the  result  of  slight  traumatism  of  the  ureteral,  or  pel- 
vic membrane  by  the  tip  of  the  catheter.  This  fact  would  also 
demonstrate  that  what  Dr.  Ayres  looks  upon  as  a  peculiar  fact — 
"It  is  also  a  peculiar  fact  that  the  mixed  urine  may  contain  only  a 
few  cells,  while  that  drawn  from  the  pelves  may  contain  a  very 
large  number," — is  nothing  more  than  the  usual  course  of  events. 
The  few  cells  in  the  mixed  urine  are  there  as  a  result  of  natural 
causes,  the  large  number  in  the  urine  from  the  pelves,  as  a  result 
of  artificial,  i.  e.,  traumatism.  If  Dr.  Ayres  is  in  doubt  upon  this 
question,  let  him  employ  the  urine-segregator.  To  sum  up  the 
consideration  of  this  sub-division,  let  me  quote  two  sentences  of 
Casper's,  whom,  I  am  sure,  Dr.  Ayres  will  admit  to  be  one  of  the 
greatest  and  sanest  authorities  in  this  particular  field:  "The  sole, 
constant,  and  ever-present  characteristic  of  pyelitic  urine  is,  that 
it  contains  pus."  And  again  :  "If  no  pyelitis  be  present,  then  the 
urine  contains  only  epithelia,  and  perhaps  a  few  red  cells  (dia- 
pedesis  through  hyperemia) .  Otherwise  (if  pyelitis  be  present 
F.  B.)  it  contains  pus-cells." 

(3)  Dr.  Ayres  says  :  "As  cystitis  is  usually  due  to  gonorrhea, 
then  that  must  be  put  down  as  the  cause  of  pyelitis  in  the  majority 
of  cases."  This  short  sentence  contains  two  grave  errors.  Firstly, 
gonorrhea  does  not  usually  cause  cystitis;  and,  secondly,  is  not  the 
cause  of  pyelitis  in  either  the  majority,  or  even  a  large  part  of  the 
cases  of  pyelitis.  Both  gonorrheal  cystitis  and  gonorrheal  pye- 
litis, or  pyelonephritis  occur,  but  they  belong  to  the  more  infre- 
quent complications  of  gonorrhea.  This  has  been  my  own  ex- 
perience, as  well  as  the  experience  of  most  of  the  competent  ob- 
servers, such  as  Finger,  Barlow,  Rovzing,  and  others. 

The  unquestionable  cases  of  pure  gonorrheal  cystitis  reported 
in  medical  literature  are  relatively  few,  and  we  have,  in  this  dis- 
ease, usually  to  deal  with  a  mixed  infection,  or  a  secondary  in- 
fection. Rowing,  in  a  series  of  79  carefully-studied  cases  of 
cystitis,  found  the  gonococcus  present  in  only  four.  My  own  ex- 
perience has  given  me  only  a  small  percentage  of  cases  of  gonor- 
rheal cystitis  among  my  patients  of  both  sexes.    It  has  been  my 


no      AMERICAN  JOURNAL  OF  UROLOGY. 


experience  that  most  so-called  cases  of  gonorrheal  cystitis  in  the 
male,  are  nothing  more  than  acute  cases  of  gonorrheal  prostatitis. 
According  to  the  Guyon  school,  the  bacterium  coli  is  the  cause  of 
the  largest  percentage  of  infectious  diseases  of  the  urinary  organs, 
whether  cystitis,  pyelitis,  or  pyelo-nephritis.  According  to  Rov- 
zing,  the  bacterium  coli,  occurring  alone,  causes  few  cases  of 
cystitis;  it  causes  only  mild  changes,  as  a  rule;  in  a  decided  num- 
ber of  cases,  however,  it  causes  pyelitis,  especially  in  the  presence 
of  renal  calculi,  or  strictures  at  some  part  of  the  urinary  tract. 
He  found  the  gonococcus  present  three  times  alone,  and  once  in 
company  with  other  bacteria,  but  only  in  acid  urines.  He  says, 
further:  "The  former  (spreading  of  the  infection  through  instru- 
mentation as  the  cause  of  gonorrheal  cystitis)  seems  to  me,  as  a 
result  of  the  foregoing  experiences,  to  be  the  case,  since,  too,  a 
gonorrheal  cystitis  is  so  exceedingly  rare,  in  proportion  to  the  en- 
ormous number  of  cases  of  gonorrheal  urethritis,  etc."  Cystitis, 
with  ammoniacal  urine,  he  finds  to  be  due  to  those  micro-organisms 
which  decompose  urea.  Catarrhal  cystitis  he  found  to  be  due  to 
non-pyo genie,  urea-splitting  micro-organisms — and  the  gonococcus 
is  distinctly  a  pyogenic  germ,  which  does  not  decompose  urea. 
Wagner  states  that,  in  most  cases  of  cystitis,  and  a  large  number 
of  cases  of  pyelo-nephritis,  the  inflammation  is  caused  by  those 
germs  which  split  up  urea, — and  the  gonococcus,  as  stated  before, 
is  not  one  of  these. 

The  above  views  will  suffice,  I  take  it,  to  prove  that  cystitis 
is  relatively  seldom  of  gonorrheal  origin.  I  will  only  say  further, 
that  the  views  of  the  majority  of  the  reliable  authorities  coincide 
therewith. 

Now  to  consider  gonorrhea  as  the  cause  of  pyelitis:  After 
having  said,  "As  cystitis  is  usually  due  to  gonorrhea,  then  that 
(gonorrhea,  I  take  it,  he  means)  must  be  put  down  as  the  cause  of 
pyelitis  in  the  majority  of  cases/'  Dr.  Ayres  goes  on  to  say: 
"Microscopically  we  find  that  there  are  few  germs  in  the  urine 
drawn  from  the  pelvis  of  the  kidney  of  these  patients.  In  only 
one  was  Dr.  Reese  able  to  demonstrate  a  diplococcus,  and  there 
was  considerable  doubt  as  to  its  being  the  gonococcus."  Do  I  un- 
derstand Dr.  Ayres  to  present  these  negative  findings  as  proofs  of 
his  statement  concerning  the  role  of  gonorrhea  as  a  cause  of  pye- 
litis in  the  majority  of  the  cases? 
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Let  me  again  contrast  the  statements  of  accepted  authorities 
with  those  of  Dr.  Ayres.  Wagner  says:  "Whether  the  gonococcus, 
in  a  pure  infection,  may  cause  a  suppurative  pyelo-nephritis  (he 
does  not  consider  that  suppurative  pyelitis  may  occur  alone,  with- 
out involvement  of  the  kidney  tissue,  and  does  not  mention  the 
existence  of  so-called  'catarrhal  pyelitis'),  or  whether  it  can  as- 
cend at  all  from  the  bladder  to  the  pelvis  and  kidney,  is  very  ques- 
tionable. In  all  probability  in  those  cases  of  pyelo-nephritis  ob- 
served during  the  course  of  gonorrhea,  we  have  to  deal  with  a 
mixed  infection,  since,  in  but  very  few  cases,  are  gonococci  said 
to  have  been  found  in  the  pelvis  and  kidney  itself;  most  likely  in 
these  cases  the  extension  of  the  infection  was  haematogenous  in 
character." 

Finger  speaks  of  the  rare  occurrence  of  pyelitis  and  nephritis 
as  a  complication  of  gonorrhea. 

v.  Zeissl  states  that  it  occurs  more  frequently  than  is  usually 
supposed.  This  does  not,  however,  state  it  to  be  a  cause  in  the 
majority  of  cases. 

White  and  Martin  say  that  it  is  rare. 

Rovzing,  in  a  careful  consideration  of  21  cases  of  pyelitis  un- 
complicated with  cystitis,  found  bacterium  coli  present  in  all,  in 
only  three  in  company  with  cocci.  In  none,  however,  gonococci. 
In  none  of  these  cases  was  there  any  history  of  previous  instru- 
mentation, nor  of  any  preceding  cystitis,  and  he  comes  to  the  con- 
clusion that  the  infection  was  carried  to  the  renal  pelvis  by  the 
circulation.  In  12  of  the  21  cases,  nephrolithiasis  was  present.  In 
a  series  of  14  cases  of  pyelitis  occurring  in  combination  with 
cystitis,  in  1 1  were  found  staphylococci,  or  streptococci,  or  bacil- 
li; but  no  gonococci.  In  no  case,  in  a  series  of  35,  did  Rovzing, 
then,  find  gonococci. 

These  statements  ought,  I  believe,  to  disprove  Dr.  Ayres'  view 
concerning  the  etiology  of  cystitis  and  pyelitis,  or  pyelo-nephritis, 
particularly  with  regard  to  the  majority  of  the  cases. 

4.  Concerning  the  prognosis  and  treatment  of  simple,  uncom- 
plicated pyelitis,  the  authorities,  such  as  Finger,  Rovzing,  Casper, 
Wossidlo,  v.  Zeissl,  White  and  Martin,  etc.,  are  agreed  that  the 
prognosis  is,  as  a  rule,  good,  and  the  treatment  chiefly  rest  in  bed, 
with  appropriate  internal  medication  and  diet.  In  the  cases  com- 
plicated with  stricture,  renal  calculus,  etc.,  the  causative  condition 
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must  be  treated.  Only  when  these  measures  fail,  or  the  pelvic 
suppuration  persists  in  spite  of  them,  are  we  justified  in  attempt- 
ing pelvic  lavage.  As  representative  of  the  views  of  the  author- 
ities, let  me  quote  what  Casper  says:  "Besides,  there  is  still  to 
be  mentioned  the  fact  that  the  majority  of  cases  of  pyelitis  heal 
spontaneously,  or  under  the  use  of  the  usual  agents,  as  for  in- 
stance, the  various  springs.  Only  then  when  these  milder  meas- 
ures fail,  or  when,  because  of  the  long  duration  of  the  disease, 
they  offer  no  prospect  of  a  result,  is  it  permissible  to  employ  in- 
jections into  the  renal  pelvis."  Stockmann,  Wossidlo,  and  others 
express  themselves  similarly. 

(5.)  With  regard  to  the  paragraph  relating  to  the  results  and 
sequences.  Dr.  Ayres'  statement  that:  "It  is  probable  that  all 
calculi  have,  as  their  starting  point,  a  pyelitis,"  seems  to  me  to  be 
typical  of  the  improbability  which  characterizes  the  rest  of  the 
article.  In  fact,  Dr.  Ayres  shows  the  continued  tendency  to  "put 
the  cart  before  the  horse."  He  says,  further  on  in  the  same  para- 
graph: "By  far  the  most  serious  result  which  may  follow  pye- 
litis is  that  of  chronic  inflammation  of  the  kidney."  Possibly  he 
desired  that  it  might  be  so,  in  order  to  form  a  foundation  for  his 
later  paper  on  the  treatment  of  Bright's  disease  by  pelvic  lavage; 
but  that  does  not  make  it  so.  I  feel  sure  that  the  majority  of 
surgeons  will  agree  that  the  most  frequent,  as  well  as  the  most 
serious  result  of  a  pyelitis  possible,  is  a  suppurative  pyelo-neph- 
ritis,  or  suppurative  nephritis,  where  a  pyelitis  goes  on  unchecked. 
If  Dr.  Ayres  will  read  the  statements  of  Senator,  Israel,  Striimpel, 
Niemeyer,  Fenwick,  Casper,  Wagner,  etc.,  he  may  come  to  agree 
with  me  upon  this  point. 

Concerning  the  frequency  with  which  a  pyelitis  extends  to  the 
kidney :  Senator  mentions  the  frequency  with  which  pelvic  sup- 
puration extends  to  the  kidney  substance.  He  speaks,  also,  of  the 
occasional  occurrence  of  chronic  interstitial  nephritis  as  a  result. 
Delafield  and  Prudden  express  themselves  similarly.  Striimpel 
says,  that  in  severe  cases  of  pyelitis,  the  kidneys  are  usually  also  in- 
volved. "Different,  however,  is  the  involvement  of  the  kidney 
in  many  cases  of  chronic  pyelitis,  as  it  occurs  most  frequently  as  a 
result  of  retention  of  urine  and  usually  in  combination  with  a  di- 
latation of  the  renal  pelvis.  Here  we  find,  at  times,  decided 
atrophic  processes  in  the  kidney;  that  is,  in  part  atrophy  of  the 
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kidney  tissue,  increase  in  the  interstitial  connective  tissue,  and  dis- 
tinct retractions  of  the  surface;  in  other  words,  an  atrophic  kid- 
ney, resulting  secondarily  to  the  pyelitis,  which  differentiates  itself 
from  the  genuine  atrophy  of  the  kidney  by  its  cause."  I  quote 
Striimpel  thus  fully  because  he  is  the  authority  to  whom  Ayres  re- 
fers, and  because  of  what  follows. 

Ayres  says  (p.  25)  :  "Strumpel  states  that  the  majority  of 
cases  of  chronic  nephritis  have  their  origin  in  a  pyelitis."  I  can 
find  no  such  statement  anywhere  in  the  original,  or  the  translation. 
What  Strumpel  does  say,  with  regard  to  this  question,  is  as  fol- 
lows (12th  edition,  German,  Vol.  II,  p.  390):  "If  one  looks 
for  the  etiological  conditions  in  those  cases  (chronic  nephritis) 
which,  from  the  beginning,  follow  a  chronic  course,  it  is  often  im- 
possible to  discover  anything  definite.  The  disease  seems  to  have 
developed  'of  itself  in  the  previously  perfectly  healthy  individ- 
uals. Most  likely  we  have  here  also  to  deal  with  some  toxic,  or 
infectious  substances  injurious  to  the  kidney,  whose  nature  is,  how- 
ever, as  yet  not  ascertainable."  The  other  authorities  agree,  prac- 
tically, with  Strumpel's  view.  This  is  very  different  from  the  con- 
struction which  Dr.  Ayres  puts  upon  Striimpel's  views.  Certainly 
it  does  not  mean  that  Strumpel  believes  pyelitis  to  be  the  cause  of 
chronic  nephritis  in  the  majority  of  the  cases. 

I  have  not  the  time  to  take  up  the  discussion  of  Dr.  Ayres' 
remarkable  article,  sentence  by  sentence,  nor  would  I  trespass  upon 
your  valuable  space  for  the  requisite  room.  I  believe,  however, 
that  a  careful  consideration  of  the  statements  I  have  advanced  will 
lead  you  to  agree  with  me  in  the  view  that  principal  points  upon 
which  Dr.  Ayres'  paper  is  based — and  I  believe  them  to  be  the 
ones  I  have  discussed — are,  as  Dr.  Ayres  has  conceived  them,  er- 
roneous, and  that: 

(1)  The  term  "catarrhal  pyelitis,"  in  the  sense  of  a  true 
catarrhal  inflammation  of  the  renal  pelvis,  is  a  misnomer,  and 
should  be  replaced  by  the  term  "pelvic  congestion." 

(2)  That  cystitis  is  not  usually  due  to  gonorrhea,  and  that 
gonorrhea  can  not  be  put  down  as  the  cause  of  pyelitis  in  the  ma- 
jority of  cases. 

(3)  That  Dr.  Ayres'  quotation  of  Strumpel  is  incorrect,  and 
the  views  he  expresses  concerning  the  etiology  of  chronic  nephritis, 
based  upon  this  erroneous  quotation,  are  also  incorrect,  as  a  result. 
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(4)  That  Dr.  Ayres'  diagnosis  of  pyelitis  rested  upon  mis- 
takes in  the  interpretation  of  his  findings;  that  his  cases  were  not 
eases  of  pyelitis  at  all,  and  that,  consequently,  the  statistics  he 
offers,  being  incorrect,  are  of  no  value  whatever  as  statistics. 

(5)  That  foremost  authorities  are  agreed  upon  the  fact  that 
the  proper,  rational  treatment  of  pyelitis,  in  the  absence  of  com- 
plicating conditions,  such  as  calculi,  strictures,  etc.,  is  rest,  diet, 
and  internal  medication,  etc.,  and  that  only  in  exceptional  cases 
(such  as  persistent,  chronic  inflammations  of  the  pelvis,  uncom- 
plicated by  any  Involvement  of  the  kidney  tissue  itself ,  which  have 
resisted  the  usual  methods  of  treatment)  is  pelvic  lavage  permis- 
sible, or  to  be  recommended,  and  then  only  after  the  usual,  less 
risky  methods  have  been  conscientiously  tried,  and  have  failed  to 
produce  any  result. 


TEACHING  CYSTOSCOPY. 
By  George  S.  Whiteside,  M.D.,  Portland,  Ore. 

IT  is  of  course  entirely  unnecessary  for  every  student  in  the 
medical  school  to  learn  the  use  of  the  electric  cystoscope,  but 
on  the  other  hand  a  certain  number  of  men,  who  wish  to  enter 
the  field  of  genito-urinary  practice,  must  become  familiar  with 
this  valuable  diagnostic  instrument.  It  is  quite  possible  that 
they  will  find,  as  I  did  when  I  began  its  use,  that  the  opportunities 
for  learning  from  the  experience  of  those  older  and  therefore 
wiser  than  one's  self  are  very  limited.  In  the  first  place  it  is 
impossible  for  one  man  to  transmit  to  another,  except  in  verbal 
detail,  the  explanation  of  the  appearances  seen  inside  the  living 
bladder.  Books,  such  as  Mr.  E.  Hurry  Fenwick's  "Electric  Il- 
lumination of  the  Bladder  and  Urethra"  and  Casper's  "Hand- 
buch  der  Cystokopie,"  are  of  course  very  helpful,  and  the  colored 
plates  in  them  picture  many  pathological  conditions,  but  in  learn- 
ing cystoscopy,  as  in  the  study  of  dermatology,  for  instance,  it 
is  impossible  to  learn  to  interpret  the  appearances  seen  in  the 
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The  Treatment  of  Gonorrhea  in  the  Female  with  Yeast. — By  Dr.  Otto  Ab- 
raham.   (Zentralblatt  fiir  Gynakologie,  Feb.  27,  1904,  p.  249.) 

Experiments  show  that  the  action  of  yeast  destroys  the  gonococcus  in  six  hours. 
The  writer  has  obtained  excellent  results  in  chronic  cervical  catarrh  of  gonorrheal 
origin  with  yeast.  Of  27  cases  of  chronic  cervical  catarrh  20  were  completely  cured 
by  "Rheol"  bougies  in  from  5-20  days.  The  7  unsuccessful  cases  were  complicated 
by  chronic  disease  of  the  appendages,  from  which  a  descending  infection  occurred, 
or  were  not  of  gonorrheal  origin. 

The  most  satisfactory  form  of  yeast  is  that  contained  in  "Rheol"  cervical  bougies 
made  by  Ilirschfeld,  of  Berlin,  which  contain  yeast  combined  with  asparagin. 

Traumatic  Gangrene  of  the  Scrotum. —  By  A.  G.  Bisset,  M.  B.,  Ch.  B.  {Lan- 
cet, June  25,  1904,  p.  1793.) 
Patient — a  man  of  43  years  of  age — was  admitted  to  the  septic  wards  of  the 
Victoria  Infirmary,  Glasgow,  Nov.  21,  1903,  with  an  acute  gangrenous  condition  of 
the  entire  scrotum.  He  had  made  an  effort  to  support  a  heavy  board,  when  he  felt 
a  peculiar  shock.  He  left  off  his  work  and  managed  to  get  home,  when  he  felt  very 
ill. 

On  admission  patient  was  in  a  low  state:  the  temperature  was  103 0  F.,  pulse 
was  100  per  minute,  and  the  general  appearance  was  one  of  collapse.  The  whole 
scrotum  was  swollen  and  distended  so  as  to  be  about  the  size  of  a  cocoanut.  The 
skin  of  the  scrotum,  with  the  exception  of  a  small  area,  was  a  mass  of  foul-smelling, 
soft,  pulpy,  yellow  slough.  The  parts  wrere  treated  with  wet  boric  dressings, 
covered  with  charcoal,  to  minimize  the  extremely  offensive  odor.  In  a  fortnight  the 
sloughing  had  almost  ceased.  A  plastic  operation  was  then  done  for  the  formation 
of  a  new  scrotum. 

A  Case  of  General  Gonorrheal  Infection  with  Secondary  Localization. — 

By  Drs.  Busquet  and  Bichelonne.  (Revue  de  Medecine,  Vol.  24,  1904, 
P-  433-) 

A  soldier  after  straining  acquired  an  intermuscular  hematoma.  Nine  months 
later  he  had  a  clap.  An  abscess  developed  in  the  intermuscular  connective  tissue 
in  the  region  of  the  hematoma.  The  pus  in  this  abscess  contained  gonococci,  as 
demonstrated  by  microscopic  examination  and  by  culture. 

Diagnosis  and  Treatment  of  Azoospermia. — By     Drs.     Posner     and  Coh\. 
(Deutsche  Medizinische  Wochenschrift,  No.  29,  1904.) 
In  cases  where  puncture  of  the  testicle  showed  living  spermatozoa,  the  writers 
cut  out  the  callus  in  the  vas  deferens  and  inserted  the  vas  deferens  into  the  head 
of  the  testicle. 

The  Influence  of  Chloroform  upon  the  Kidney.— By  Dr.  Ledoux.  (These, 
1904,  Paris.    Ref.  Le  Presse  Medicate,  Sept.  17,  1904,  p.  590.) 

L.  studies  the  history  of  the  subject  and  mentions  that  Renaur,  Terrier  and 
Patein  have  frequently  found  albumen  in  the  urine  after  anesthesia. 

Forty  subjects  were  examined;  thirty-one  did  not  have  albuminuria  before  the 
operation;   eleven  of  these  cases  had  albumen  in  the  urine  after  operation. 

The  duration  of  chloroformisation,  vomiting  and  the  loss  of  blood  have  no  effect 
\ipon  the  albuminuria. 
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Experimental  Researches  upon  the  Inoculability  of  the  Syphilitic  Gumma. — 

By  Dr.  P.  Salmon.    (Compt.  rend,  de  la  Soc.  de  Biol.,  1904,  p.  611.) 

A  man  who  contracted  syphilis  eight  years  ago  and  who  had  received  no  treat- 
ment during  the  last  seven  years  had  an  ulcerated  gumma  on  the  forearm.  Two 
apes  were  unsuccessfully  inoculated  with  the  pus  from  this  gumma.  This  inoculation 
did  not  prevent  the  formation  of  hard  chancres  when  these  animals  were  afterwards 
inoculated  with  the  products  of  the  secondary  period. 

Staining  of  Gonococci. —  By  Dr.  A.  V.  Wahi..     (Centralblatt  fiir  Bakieriologie, 
Bd,  33,  Nr.  3.) 
Wahl  recommends  the  following  formula: 


This  stain  can  be  recommended  because: 

1.  The  dark-red  violet  to  black  colored  gonococci  can  be  clearly  differentiated 
from  their  bright  surroundings. 

2.  The  other  bacteria  or  cocci  are  not  at  all  colored  or  much  less  intensely  so. 

3.  Ten  to  fifteen  seconds  are  required  for  the  staining  and  the  examination  of 
the  preparation  lasts  at  the  longest  five  to  ten  minutes. 

Intraperitoneal  Laceration  of  the  Bladder.  Tearing  and  Breaking  of  the 
Peritoneum  of  the  Bladder. — By  Dr.  Moritz  Mayer-Summern.  (Aertz- 
liche  Sachsersandigen-Zeitung,  Aug.  ij  1904,  p.  315.) 

A  thirty-seven-year-old  trader,  after  the  use  of  much  alcohol,  was  thrown  from 
his  wagon,  but  succeeded  in  walking  home.  He  had  pains  in  the  abdomen  and 
bladder,  vomited  blood,  and  had  suppression  with  strangury.  A  catheter  was  easily 
passed  into  the  bladder  and  almost  two  liters  of  clear  urine  were  collected  in  three 
hours.  As  the  patient's  condition  was  critical  a  laparotomy  was  performed,  and 
the  peritoneum  over  the  bladder  was  found  to  be  torn. 

A  Grave  Case  of  Gangrene  of  the  External  Genitals  Cured  by  Intravenous 
Injections  of  Corrosive  Sublimate.— By  Dr.  M.  Truffi.  (Annates  des 
Maladies  des  Organes  Genito-Urinaires,  1904,  No.  10,  p.  797.) 

In  a  case  of  fulminating  gangrene  of  the  external  genital  organs,  involving  the 
glans  penis,  the  whole  scrotum  and  a  part  of  the  perineum,  and  aggravated  by  the 
complication  of  two  large  abscesses  of  the  abdominal  walls,  the  author,  after  having 
tried  surgical  methods  without  relief,  used  intravenous  injections  of  sublimate  with 
entire  success.  There  was  only  one  case  where  the  efficiency  of  this  method  could 
not  be  determined.    The  author  hopes  that  others  will  try  the  procedure. 

Ergotin  as  a  Cure  for  Gonorrhea. —  (Le  Formulaire,  1904,  No.  5,  p.  260.) 

Reicki  recommends  the  internal  administration  of  ergotin  as  an  excellent  and 
rapid  way  of  curing  chronic  gonorrhea.  The  following  formula  is  recommended 
for  injection:  Ergotin,  0.30  gm.,  and  distilled  water  300.0  cubic  centimetres. 


Concentrated  alcoholic  solution  Auranin.... 

Spiritus  (95  per  cent.)   

Concentrated  alcoholic  solution  Thionin  .  .  . 
Concentrated  aqueous  solution  Methyl  green 

Aq.  dest  


2.0  g. 

i-5  g- 

2.0  g. 

3-o  g. 

6.0  g. 
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showing  cystic  formation,  which  when  punctured  permitted  a  black  fluid,  like  ink, 
to  escape.  The  cyst  is  as  large  as  a  nut  surrounded  by  a  series  of  small  cysts  the 
size  of  peas,  containing  a  viscid,  transparent,  yellow  fluid. 

The  cysts  removed  the  vaginal  mucosa  is  sutured.    The  cure  is  perfect. 

Histological  examination  showed  that  the  cystic  wall  was  formed  of  conjunctive 
tissue,  dense  and  fibrillary  and  lined  internally  by  an  epithelium  composed  of  cylin- 
der cells.    It  is  questionable  whether  the  cyst  is  not  Wolffian  in  origin. 

Treatment  of  Gonorrheal  Rheumatism  by  Injections  of  Iodipine. — By  Dr. 

Schuster.  (Journal  des  Maladies  Cutanees  et  Sypkilitiques,  August,  1904, 
P-  595-) 

In  1899  the  writer  first  used  Iodipine  in  the  treatment  of  chronic  joint  infections. 
Iodipine  when  injected  near  the  inflamed  areas  has  a  pronounced  local  salutary 
action,  as  well  as  a  favorable  general  effect. 

Inoculation  of  Syphilis. —  By  Dr.  Von  Lassar.    (Deutsche  Medizinische  IVochen- 
schrift,  No.  15,  1904,  p.  572.) 

L.  demonstrated  to  the  Berliner  Medizinischer  Gesellschaft  on  the  16th  of  March, 
1904,  the  cadaver  and  a  projection  picture  of  a  chimpanzee  who  died  on  the  day 
before.  This  animal  had  been  successfully  inoculated  on  January  31st,  1904,  with 
the  syphilitic  virus  of  another  chimpanzee. 

The  Action  of  Paulsen's  Anti-Syphilis  Serum. — By    Drs.  Appel  and  Paul- 
sen.   (Deutsche  Medizinische  Presse,  1904,  No.  5,  p.  33.) 

The  serum  is  obtained  by  subcutaneous  treatment  of  a  horse.  It  is  injected  into 
the  gluteal  muscle  once  a  day  in  doses  of  ^4  to  2  c.cm.  Quite  recently  a  stronger 
serum  has  been  obtained  by  intravenous  treatment  of  the  animal  (horse  and  goat). 
The  serum  is,  of  course,  aseptically  obtained,  and  contains  y2  per  cent,  of  carbolic 
acid. 

This  serum  was  tried  in  14  cases,  only  one  of  which  was  cured.  The  other  cases 
were  not  favorable;  therefore  mercurial  treatment  was  resorted  to. 

Syphilis  of  the  Lungs. — By  Dr.  Franz  Veress.     (Gyogyaszat,  No.  6,  1904.  Ref. 

Pester  Medizinische-Chirurgische  Presse,  No.  36,  1904,  p.  848.) 

The  symptoms  are  entiely  identical  with  those  of  tuberculosis  of  the  lungs.  The 
history  of  an  interesting  case  was  given. 

Syphilitic  Ulceration  of  the  Bladder. — By  Dr.  Le  Fur.    (Association  francaise 
d'Urologie,  October,  1902,  p.  524.) 

A  man  32  years  of  age  had  never  had  a  clap,  but  had  contracted  syphilis  eight 
years  ago.  Two  years  ago  he  had  a  first  total  hematuria,  which  was  followed  by 
many  others  at  irregular  intervals,  not  accompanied  by  any  pain  or  vesical  symptoms. 
Several  months  ago  he  had  a  hematuria,  profuse  enough  to  cause  retention. 

Cystoscopic  examination  revealed  a  group  of  three  ulcerations  in  the  region  of 
the  trigonum.  Specific  treatment  was  immediately  instituted  and  resulted  in  a  rapid 
and  complete  cure. 
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All  the  ligaments  are  then  cut  away  from  the  uterus  which  is  now  held  only  by 
the  vagina.  The  vagina  is  clamped  transversely,  by  two  clamps,  under  the  uterus. 
The  vagina  is  now  severed  between  the  two  clamps  by  the  thermo-cautery.  An 
illustration  of  the  clamps  in  place,  and  the  report  of  a  case  are  given. 

Surgical  Treatment  of  Renal  Tuberculosis. —  By  Dr.  M.  Kummell.  (Con- 
gress of  German  Society  of  Surgery,  La  Semaine  Medicate,  April  20,  1904, 
p.  123.) 

As  the  kidney  is  the  organ  of  predilection  for  primary  tuberculosis  in  the  urinary 
tract,  contrary  to  the  theory  of  Guyon,  any  treatment  of  a  surgical  nature  of  vesical 
tuberculosis  to  be  successful  must  include  extirpation  of  the  involved  kidney. 

Out  of  260  operations  upon  the  kidney,  48  were  performed  for  tuberculosis,  33 
of  the  48  cases  were  in  the  female  sex,  5  of  these  were  bilateral  cases  for  tuberculosis, 
so  that  nephrotomy  was  resorted  to.  Nephrectomy  was  done  for  the  other  cases: 
5  of  these  with  advanced  tuberculosis  died  shortly  after  the  operation,  4  have  dis- 
appeared, 2  others  have  been  observed  for  four  years,  32  are  actually  living  at  the 
present  time.  These  results  permit  me  to  consider  an  early  nephrectomy  the  oper- 
ation of  choice  for  renal  tuberculosis. 

Kronlein,  out  of  his  51  cases  of  renal  tuberculosis,  found  that  the  lesions  were 
unilateral  in  92  per  cent,  of  the  cases  and  bilateral  in  8  per  cent. 

Upon  these  51  patients  there  were  39  operations,  as  follows:  5  nephrotomies  or 
incisions  for  perinephritic  abscesses  and  34  nephrectomies. 

The  nephrectomies  could  be  divided  into  two  groups: 

1.  Isolated  renal  tuberculosis. 

2.  Renal  tuberculosis  associated  with  tubercular  affections  of  other  organs. 

In  the  first  group  there  were  12  cases,  while  there  were  22  in  group  number  2. 
The  lungs  were  affected  in  16  cases,  the  bones  in  9,  the  bladder  in  12,  and  tuber- 
culosis of  the  genital  organs  in  4  cases. 

He  did  not  agree  with  Kummell  that  there  was  an  ascending  renal  tuberculosis, 
he  considered  that  tuberculosis  of  the  kidney  was  always  of  hematogenous  origin. 

Results:  10  of  the  cases  where  nephrectomy  was  done  died,  2  a  short  time  after 
the  operation,  but  of  complications  independent  of  the  operation;  6  cases  died  within 
nine  months  afterwards;  2  cases  at  the  end  of  six  and  ten  years,  as  a  result  of  pul- 
monary tuberculosis  and  tuberculosis  of  the  other  kidney.  The  24  others  observed 
for  a  number  of  years  have  enjoyed  excellent  health. 

Congenital  Cyst  of  the  Vagina;  Oblation;  Cure. — By  Dr.  M.  Per  aire.  {Bul- 
letins et  Memoires  dc  la  Socieie  Anatomique  de  Paris,  May,  1904,  p.  460.) 

Mme.  Janne  B  ,  28  years  of  age,  when  16  received  an  injury  in  the  left  in- 
guinal region. 

Shortly  after  her  marriage  when  she  was  22  years  old,  she  experienced  pain  on 
urination  for  a  few  days,  and  later  painful  sensations  prevented  coitus. 

Since  this  epoch  the  patient  has  noticed  a  tumor  the  size  of  a  small  nut  at  the 
opening  of  the  left  vaginal  wall  near  the  labia  minora.  This  tumor  gradually  in- 
creased in  size. 

Since  189S,  persistent  leucorrhea,  abdominal  pains,  etc. 

When  she  was  examined  on  May  15,  the  vagina  was  found  to  be  absolutely  ob- 
structed by  a  mass  which  resembled  a  cystocele,  a  vaginal  or  uterine  prolapse. 

Operation  May  18.     Local  anaesthesia  with  cocaine.     Vaginal  mucosa  incised, 
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Nowadays  these  operations  have  become  common,  and  the  dangers  are  becoming 
constantly  less,  as  we  are  able  to  make  a  more  accurate  diagnosis. 

In  recent  years  some  new  methods  for  making  a  diagnosis  have  been  adopted, 
as  follows:  i.  The  examination  by  means  of  the  phonendoscope ;  2.  By  means  of 
the  Rontgen  rays;  3.  The  functional  activity  of  the  kidneys  can  be  estimated: 
(a)  By  means  of  methylblue;  (b)  By  cryoscopy;  and  4.  A  cystoscopic  examination 
can  be  made. 

The  use  of  the  phonendoscope  has  become  obsolete. 

The  Rontgen  rays  are  only  of  partial  utility  in  cases  of  stones  of  the  kidneys. 
As  far  as  methylblue  is  concerned,  Albarran  and  Bernard  after  studying  this  ques- 
tion thoroughly,  decided  that  the  functional  activity  of  the  individual  kidneys  could 
not  be  sufficiently  accurately  determined  in  this  way.  Cryoscopy,  like  the  adminis- 
tration of  methylblue,  is  only  of  utility  in  estimating  the  secretory  quotient  of  each 
kidney  when  the  urine  has  been  drawn  from  each  kidney  separately. 

Before  making  an  operation  on  one  kidney  we  must  know  exactly  the  condition 
of  the  other  kidney.  The  cystoscope  permits  us  to  draw  the  urine  from  each  kidney 
separately.  When  the  kidney  is  to  be  operated  upon  many  deaths  can  be  avoided 
by  the  catheterization  of  the  ureters,  and  nephrectomy  can  be  avoided  in  cases  where 
the  other  kidney  is  congenitally  lacking.  Reyer  reported  46  cases  where  one  kidney 
was  absent.  Ballowitz  has  gathered  213  cases  of  this  kind.  Mankiewicz  found  one 
kidney  congenitally  absent  out  of  3,000-4,000  autopsies.  The  same  has  been  deter- 
mined by  other  authors. 

Treatment  of  Blennorrhagia. —  By  Dr.  Bering.     {he  Formulaire ,  September, 
1904,  p.  324.) 

The  author  considers  that  the  method  of  During  (rest  in  bed  and  appropriate 
regulations),  when  it  is  applicable,  gives  some  very  superior  results. 

When  the  patient  cannot  remain  in  bed,  santal  wood  oil  is  given  during  the 
acute  stage.  Later  irrigations  of  permanganate  of  potash  are  employed  at  the  Poli- 
clinic, and  the  patient  uses  injections  at  home  of  protargol  or  of  the  nitrate  of  silver 
1:1,000  or  1:500.  At  the  end  of  fifteen  days,  injections  of  resorcin  1:30  are  pre- 
scribed. 

In  cases  of  cystitis  tablets  of  helmitol  gr.  5  (six  a  day),  give  excellent  results; 
irrigations  of  permanganate  are  given  at  the  same  time. 

In  cases  of  prostatitis,  massage  is  employed  twice  a  week,  and  one  instillation  of 
nitrate  of  silver,  1:200  to  1:100  is  given. 

Cocaine  for  Anuria.     (Le  Formulaire,  September,  1904,  p.  325.) 

Irwin  draws  attention  to  the  signal  services  that  cocaine  renders  in  the  treat- 
ment of  certain  anurias  in  the  case  of  infants,  due  to  reflex  contraction  of  the  mem- 
branous portion  of  the  urethra.  In  all  these  cases,  he  injects  into  the  urethra  some 
drops  of  a  4  per  cent,  solution  of  cocaine,  that  are  retained  in  the  urethra  for  several 
minutes.    The  results  obtained  by  this  treatment  are  excellent. 

Abdominal  Hysterectomy  for  the  Infected  Uterus. —  By  Dr.  M.  Gouilliond. 
{Bulletin  dc  La  Societe  de  Chirurgie  dr  I, yon,  May,  1904,  p.  187.) 

The  author  first  ligates  the  afferent  arteries  of  the  uterus,  the  utero-ovarian,  the 
arteries  of  the  round  ligaments,  and  finally  the  uterine. 
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one  case  the  secretion  lasted  for  three  weeks.    In  the  cases  treated  there  were  no 
complications.    The  process  did  not  advance  beyond  the  anterior  urethra. 
After  any  suspicious  coitus  I  recommend  this  method. 

What  Meaning  Has  the  Two-Glass  Test  of  Thompson  in  Affections  of 
the  Urinary  Tract? — By  Dr.  Walter  Schneider.  {Dermatologisches  Cen- 
Iralblatt,  November,  1903,  p.  34.) 

Although  the  two-glass  test  of  Thompson  has  been  used  for  some  decades  for 
the  localization  of  the  gonorrheal  process,  nevertheless,  we  now  hear  from  many 
specialists  as  well  as  from  practical  physicians  that  the  method  is  not  exact. 

The  writer  comes  to  the  following  conclusions: 

1.  When  Thompson's  two-glass  test  is  used,  a  second  purulent  cloudy  portion  of 
urine  denotes  an  affection  above  the  compressor  muscle  (urethritis  posterior,  prosta- 
titis, spermatocystitis,  cystitis,  pyelitis). 

2.  A  second  clear  portion  free  from  shreds  does  not  rule  out  with  certainty  the 
presence  of  a  posterior  urethritis  and  its  complications  (prostatitis  and  spermato- 
cystitis). 

3.  In  making  a  diagnosis,  an  examination  of  the  secretion  of  the  prostate  should 
not  be  omitted,  even  if  the  urine  is  entirely  clear,  if  the  patient  has  had  former  at- 
tacks of  gonorrhea. 

Capacity  of  the  Urethra. —  By  Dr.  F.  Biberstein.  {Dermatologisches  Central- 
blatt,  September,  1904,  p.  354.) 

According  to  the  investigations  of  the  authors  the  capacity  of  the  anterior  urethra 
varies  between  6  and  20  c.cm.  Maximum  dilatation  of  the  urethra  is  accomplished 
by  high  irrigations  of  some  2  m.  irrigating  height.  In  exceptional  cases  the  anterior 
urethra  may  contain  as  much  as  22  c.cm.  The  experiments  of  the  authors  show  a 
wide  range  of  difference. 

Staphylococcus  Albus  Resembling  the  Gonococcus  of  Neisser. — By  Dr.  A. 

Paldrock.    {Dermatologisches  Centralblatt,  August,  1904,  p.  322.) 

The  writer  describes  the  Wassermann  method  for  cultivating  gonococci.  Staphy- 
lococci are  considerably  smaller  than  gonococci. 

Diagnosis  of  Surgical  Affections  of  the  Kidneys. —  By  Dr.  M.  v.  Margulies. 
{Monatsschrift  fur  Harnkrankheiten  unci  Sexuelle  Hygiene,  August,  1904, 
p.  250.) 

Although  the  history  of  surgery  of  the  kidneys  is  of  recent  date  it  is  one  of  the 
bright  sides  of  surgery.  A  few  decades  ago  the  anxiety  before  an  operation  upon 
the  kidneys  was  very  great,  as  Rayer  and  others  considered  any  attempt  to  remove 
a  human  kidney  as  madness. 

Nephrectomy  was  first  performed  by  Simon  in  1869,  who  demonstrated  that  a 
human  being  could  live  after  the  removal  of  a  kidney.  This  first  nephrectomy  was 
performed  by  a  lumbar  incision.  In  1876  Kocher  removed  a  large  tumor  of  the 
kidney  through  an  abdominal  incision.  In  1880  Morris  performed  the  first  nephrec- 
tomy for  a  case  of  nephrolithiasis,  and  Le  Dentu  in  1888  closed  the  kidney  for  the 
first  time  after  removing  a  stone. 
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Abortive  Treatment  of  Gonorrhea. —  By  Dr.  Ferdinand  Fuchs.  {Therapeu- 
tische-Monatshefte,  October,  1903,  p.  508.) 

Many  attempts  have  been  made  to  abort  gonorrhea.  Long  before  the  gonococcus 
was  discovered  French  physicians,  like  Ricord  and  Debeney,  injected  a  1-3  per  cent, 
solution  of  the  nitrate  of  silver  into  the  anterior  urethra,  that  accomplished  a  rapid 
cure  in  40  to  50  per  cent,  of  their  cases.  The  same  method  at  a  later  time  was  tried 
with  success  by  Welander.  That  such  heroic  means  as  strong  injections  of  silver 
nitrate  used  on  the  inflamed  urethra  should  cause  complications  such  as  cystitis, 
prostatitis  and  epididymitis  is  not  to  be  wondered  at. 

Gradually  the  following  organic  preparations  of  silver  have  appeared.  Argenta- 
min,  argenin,  largin  and  protargol.  These  compounds  have  all  done  well  for  the 
therapy  of  gonorrhea.  The  newest  organic  silver  preparation  is  albargin,  a  com- 
bination of  silver  nitrate  with  galatose.  It  contains  23.6  per  cent,  of  nitrate  of 
silver,  or  15  per  cent,  of  silver,  in  contradistinction  to  8.3  per  cent,  in  protargol. 
It  is  a  slightly  yellow  powder,  that  is  easily  dissolved  in  water  at  any  temperature. 
It  is  only  natural  that  such  newer  preparations  should  have  been  tried  to  abort 
gonorrhea.  Blaschke  states  that  he  has  gotten  good  results  with  a  4  per  cent,  solu- 
tion of  protargol,  as  well  as  with  a  2  per  cent,  solution  of  albargin.  He  has  so 
succeeded  in  aborting  gonorrhea  in  half  of  his  cases. 

If  one  has  treated  many  cases  of  gonorrhea  one  realizes  the  complications  that 
may  ensue.  It  is  therefore  justifiable  to  consider  a  means  of  curing  the  patient  as 
soon  as  possible.  However,  it  is  unfortunate  that  we  are  only  relatively  seldom  in  a 
position  to  try  the  abortive  treatment,  as  patients  rarely  come  to  us  until  5  to  7  days 
after  coitus,  when  a  thick,  creamy  pus  is  flowing  from  the  meatus.  The  abortive 
treatment  must  be  tried  48  to  72  hours  post  coitum  at  the  latest.  Subjectively,  there 
is  a  slight  burning  and  itching  in  the  urethra,  and  in  the  morning  a  slight  sticking 
of  the  orificium  externum.  Microscopically,  one  finds  in  the  slight  secretion  mostly 
rhombic  cylindrical  epithelial  cells,  some  leucocytes,  a  few  gonococci,  partly  free, 
partly  in  the  epithelial  cells,  but  very  seldom  lying  in  the  leucocytes.  In  this  stage 
the  gonococci  are  situated  on  the  surface  of  the  epithelium,  and  in  the  interepithelial 
connective  tissue.  If  one  conveys  into  the  urethra  a  medicine  that  acts  as  a  bac- 
tericide, and  is  little  irritating  like  albargin,  is  it  possible  to  kill  all  the  bacteria  in 
the  urethra  without  doing  any  harm?  In  the  last  few  months  I  have  succeeded  in 
aborting  six  cases  of  gonorrhea.    I  shall  describe  my  mode  of  procedure. 

A  2  per  cent,  solution  of  albargin  is  drawn  into  a  100  c.cm.  hand  syringe.  A 
glass  olive  is  fastened  on  the  end.  The  anterior  urethra  is  filled  with  the  solution, 
until  the  patient  feels  that  his  urethra  is  stretched.  The  olive  is  now  removed,  as  it 
serves  the  purpose  of  holding  the  fluid  in  the  anterior  urethra.  After  five  minutes 
the  first  injection  is  discontinued,  the  second  injection  remains  three  minutes,  the 
third  two  minutes  in  the  urethra.  Altogether,  the  albargin  is  retained  in  the 
urethra  for  ten  minutes.  Only  one  of  my  patients  complained  of  severe  pain  on 
urination.  The  others  felt  comfortable.  The  next  day  the  patient  and  his  night 
urine  are  examined.  The  secretion  contains  in  all  cases  a  great  number  of  epithelial 
cells,  fewer  leucocytes,  and  no  gonococci.  One  must  make  sure  that  the  gonococci  in 
the  follicles  are  killed  by  continuing  the  treatment  for  a  time. 

In  four  cases  that  had  an  astringent  injection  continued,  after  14  days,  the 
urethra  was  absolutely  dry,  the  urine  was  absolutely  clear  without  any  shreds.  In 
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demonstration,  a  camera  can  be  attached  to  the  lateral  ocular  and 
excellent  bladder  photographs  taken.  Each  exposure  is  made 
while  the  object  focused  is  in  full  view  from  the  direct  eye  piece, 
so  that  it  is  possible  to  control  the  entire  operation  not  only  before 
but  during  the  time  the  picture  is  taken. 

The  Crammer  Dry  Plate  Co.,  of  St.  Louis,  Mo.,  supply 
excellent  plates  for  this  miniature  camera,  at  a  very  nominal  cost. 
These  plates  are  very  quick,  requiring  only  five  to  ten  seconds' 
exposure  when  the  bladder  fluid  is  clear  and  the  light  good.  From 
these  negatives  lantern  slides  may  be  produced  for  class-room 
demonstration  of  rare  pathological  conditions. 

For  practice,  when  no  suitable  patients  are  at  the  command  of 
the  cystoscopist,  the  best  contrivance  I  know  of  is  a  bladder  taken 
at  autopsy  and  preserved,  distended,  in  formaline  solution,  as 
described  by  Dr.  F.  Tilden  Brown,  of  New  York,  in  the  report 
of  the  Presbyterian  Hospital  for  1902.  These  bladders  may  be 
obtained  from  both  normal  and  pathological  cases,  so  that  a 
variety  may  be  kept  on  hand  for  demonstration  purposes. 

I  wish,  then,  to  enter  a  plea  for  more  systematic  and  thorough 
instruction  in  the  post-graduate  department  of  our  medical  schools 
in  the  use  of  this  valuable  diagnostic  instrument.  The  appear- 
ance of  the  Casper-Hirschmann  demonstration  and  photographic 
cystoscope  should  render  personal  instruction  in  the  living  much 
more  valuable  than  was  possible  a  few  years  ago.  If  this  brief 
paper  lends  impetus  to  the  proper  education  of  our  future  genito- 
urinary colleagues  in  cystoscopy,  I  am  sure  it  will  have  fulfilled 
its  mission. 
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prostatic  urethra  and  consequently  loses  sight  of  the  particular 
spot  which  the  instructor  intended  him  to  see.  This  is  a  very  great 
objection,  and  one  very  commonly  met  with  in  teaching  cystoscopy 
and  is  entirely  done  away  with  if  it  be  possible  for  the  instructor 
and  the  student  to  examine  the  object  simultaneously. 

Several  different  instruments  have  been  constructed  for  this 
purpose,  but  the  best  of  them  is,  I  think,  that  devised  by  Professor 
Casper,  of  Berlin,  and  later  improved  by  Hirschmann,  the  Berlin 
instrument  maker.  In  this  instrument  the  image  is  not  only 
refracted  in  the  long  axis  of  the  shaft,  but  is  also  reflected  by  a 
mirror  into  a  second  eye  piece  set  at  right  angles  to  the  shaft  of 
the  cystoscope,  consequently  it  is  possible  for  the  student  to  look 
through  the  second  eye  piece  while  the  instructor  is  looking  through 
the  first.  In  this  way  the  manipulation  of  the  instrument  in  its 
maneuvers  inside  the  bladder  is  controlled  entirely  by  the  instruc- 
tor, who,  being  more  expert  than  the  student,  is  able  in  many  cases 
to  demonstrate  to  him  conditions  which  he  would  never  be  able  to 
see  for  himself  until  his  technic  had  become  so  skillful  that  an 
unnecessary  long  examination  was  no  longer  imperative  for  a  view 
of  the  object.  This  instrument,  for  two  observers,  which  I  will 
here  call  the  Casper-Hirschmann  cystoscope,  is  very  simple  both  in 
construction  and  to  operate.  The  instructor  sits  on  a  stool  in  front 
of  the  patient  (in  lithotomy  position)  and  controls  the  cystoscope 
in  every  way.  While  he  looks  through  it  into  the  bladder  he  can 
describe  to  the  student,  who  is  at  the  same  time  looking  through 
the  other  eye  piece,  each  feature  of  interest  as  it  comes  into  the 
field  of  vision.  In  this  way  the  student  obtains  a  clear  and  satis- 
factory explanation  of  all  he  sees  in  the  bladder.  This  method  of 
demonstration  should  be  followed  until  the  student  has  become  so 
familiar  with  the  use  of  the  cystoscope  and  the  bladder  pictures 
he  has  seen  through  it  that  the  instructor  and  student  can  change 
places  and  the  latter  can  explain  and  demonstrate  what  he  thinks 
he  is  looking  at  to  the  former,  who  is,  of  course,  at  the  same  time 
looking  through  the  other  eye  piece  and  following  closely  to  point 
out  misconceptions  and  guard  against  mistakes. 

When  the  Casper-Hirschmann  cystoscope  is  not  needed  for 
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familiar.  This  is  especially  true  of  the  bladder.  Mansel  Moullin 
gives  some  valuable  data  in  his  little  book  on  "Inflammation  of 
the  Bladder,"  and  Fenwick,  Morris  and  others  give  a  little  here 
and  there. 

4.  It  is  of  inestimable  value  sometimes  to  know  how  to  re- 
pair the  rheostat  or  galvanometer  and  to  know  something  of  the 
action  of  batteries  and  electric  currents  and  electric  lamps.  There 
are  many  good  books  which  aid  the  student  here.  Never,  how- 
ever, suppose  for  an  instant  that  the  student  can  learn  to  take  a 
cystoscope  apart  and  repair  it,  because  that  requires  more  knowl- 
edge not  only  of  electricity  but  of  telescope  making  than  any 
surgeon  should  spend  the  time  to  learn. 

5.  It  is  essential  for  the  would-be  cystoscopist  to  practice 
looking  through  the  cystoscope  at  a  printed  page  or  at  small 
objects  laid  on  a  table  in  a  good  light  in  order  to  accustom  himself 
to  the  optical  properties  of  the  instrument. 

6.  It  is  well  to  practice  and  perfect  the  manipulation  of  the 
instrument  by  using  it  either  on  the  cadaver  or  in  a  dummy  bladder 
or  in  a  preserved  specimen. 

7.  It  is  essential  to  have  considerable  experience  of  the  nor- 
mal bladder  before  trying  to  examine  pathological  ones.  In  the 
latter  the  technic  is  often  very  difficult  and  the  interpretation  of 
the  pictures  seen  is  always  a  matter  of  experience  and  judgment. 

It  is  when  one  comes  to  examine  the  bladder  of  the 
living  subject,  especially  in  the  male,  that  the  advice  and  guidance 
of  an  instructor  is  most  valuable.  It  is  here  that  the  ordinary 
cystoscope  is  unsatisfactory  for  demonstration.  It  is  only  possible 
with  such  an  instrument  as  the  Nitze  or  Fenwick-Leiter  or  Koll- 
mann,  for  one  individual  to  examine  the  interior  of  the  bladder 
at  a  time;  consequently,  when  the  instructor  has  found  and 
focused  any  point  of  especial  interest,  he  must  remove  his  eye 
from  the  eye  piece  of  the  instrument  and  allow  the  student  to  look 
through  and  see  the  point  that  he  has  previously  found.  The 
objection  to  this  method  is  that  it  usually  happens  that  the  student, 
being  inexperienced  in  the  handling  of  a  cystoscope,  pushes  it 
either  further  into  the  bladder  or  withdraws  it,  perhaps  into  the 
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that  the  number  of  students  in  any  given  class  is  not  more  than 
six  at  most;  what  sort  of  a  course  should  be  given  them?  I 
think  the  following  outline  advisable,  and  will  only  give  an  out- 
line because  it  would  be  presumptuous  in  me  to  more  than  suggest 
the  topics  before  so  many  distinguished  educators,  as  are  members 
of  the  Urological  Association. 

1.  Embryology  of  the  male  and  female  genito-urinary 
organs.    Histology  of  the  same. 

2.  Gross  anatomy  of  the  same. 

3.  Physiology  of  the  kidney,  ureter,  bladder  and  urethra. 

4.  A  sufficient  knowledge  of  electricity  to  understand  a  rheo- 
stat, galvanometer,  amperemetre,  and  the  cystoscope  itself,  and 
to  be  able  to  make  slight  repairs  in  case  of  accident  to  one's 
apparatus. 

5.  To  learn  the  optical  properties  of  the  cystoscope  itself. 

6.  To  learn  the  proper  manipulation  of  the  cystoscope  and 
the  technic  of  cystoscopy  both  in  the  dummy  bladder  and  in  the 
living  patient. 

7.  To  learn  the  appearances  of  the  normal  bladder. 

8.  Lastly,  cystoscopy  of  the  pathological  bladder  and  ureter 
catheterization. 

Such  an  outline  divides  a  thorough  course  into  eight  parts 
which  we  will  now  consider  in  more  detail.  1.  Embryology 
and  histology  are  learned  from  reading,  demonstrations  and  la- 
boratory work  in  this  branch,  as  in  the  study  of  the  embryology 
and  histology  of  any  part  of  the  body. 

2.  Anatomy  is  best  learned  from  dissection  on  the  cadaver, 
under  supervision  and  direction,  and  both  this  and  the  last  sub- 
jects should  be  supplemented  by  reading  beside  the  practical  work. 
Such  text  books  should  be  chosen  as  give  the  latest  discoveries  in 
embryology  and  in  histology.  I  would  suggest  Minot's  Em- 
bryology. There  are  several  good  works  on  histology.  In  anat- 
omy, I  think  Cunningham  gives  more  detail  in  genito-urinary 
anatomy  than  any  book,  except  Testut. 

3.  Physiology  of  the  kidney  and  bladder  is  not  well  given 
in  Foster  or  any  standard  book  on  physiology  with  which  I  am 
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living  pathological  bladder  from  pictures  alone  without  experience 
on  the  living  patient.  A  man  thus,  working  with  the  aid  of  books 
and  pictures,  will  in  time  learn  by  his  own  experience  not  only 
to  become  expert  in  the  use  of  the  necessary  instruments  but  also 
to  judge,  more  or  less  correctly,  the  appearances  seen  in  the  blad- 
der. He  will  find  many  pit-falls  and  discouragements  in  his  work, 
and  possibly  will  find  that  the  clinical  material  on  which  to  practice 
cystoscopy  is  not  abundant,  even  in  a  genito-urinary  clinic  in  a 
large  city. 

In  this  field,  as  in  any  other  medicine,  it  would  advance  the 
student  to  an  average  grade  of  efficiency  much  sooner  if  he  could 
learn  cystoscopy  under  the  direction  of  an  expert  instructor  than 
if  the  same  student  had  to  depend,  as  most  of  us  have  had  to 
do  in  the  past,  on  books  and  his  own  efforts  for  knowledge  of 
the  subject.  It  is  my  purpose  in  this  short  paper  to  outline  a 
course  of  instruction  in  cystoscopy  and  to  mention  certain  ways 
of  making  the  course  easier,  both  for  the  student  and  instructor, 
and  also  of  more  value  to  the  former.  Such  a  course  should  be 
offered  for  post-graduate  study  and  no  student  should  acquire 
such  a  narrow  and  purely  special  knowledge  unless  he  intends  to 
perfect  himself  as  an  expert  in  genito-urinary  diagnosis.  It  is 
evident  to  any  one  who  will  give  the  matter  a  thought,  that  cysto- 
scopy is  now  and  must  always  remain  the  "trick  of  a  few,"  as 
Casper  expresses  it.  It  must  always  remain  so,  because  the  num- 
ber of  individual  patients  in  any  one  man's  practice  requiring 
cystoscopy  is  very  small;  therefore  it  would  be  inadvisable  for  the 
general  surgeon  or  gynecologist  to  spend  time  and  money  in  learn- 
ing something  which  he  would  need  but  rarely,  and  at  which  he 
would  be  unable  to  ever  become  expert  for  lack  of  opportunity. 
It  must  be  conceded  that  a  few  men  in  each  great  medical  center 
may,  with  advantage,  learn  and  practice  cystoscopy,  and  the  rest 
of  the  medical  community  will  have  to  depend  on  those  few  for 
a  diagnosis  in  certain  obscure  vesical  or  renal  cases. 

It  follows  from  this  that  the  number  of  students  wishing  to 
study  cystoscopy  is  small  and  always  will  be  so,  but  in  many  ways 
this  is  an  advantage  both  to  instructor  and  student.    Granted  then 
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CAN  A  POSITIVE  DIAGNOSIS  OF  GONORRHEA  BE 
MADE  WITHOUT  RESORTING  TO  CULTURES? 

The  gonococcus  was  first  described  by  Nessier  on  the  12th  of 
July,  1879.  However,  it  soon  became  clear  that  the  gonococcus 
was  not  the  cause  of  all  cases  of  urethritis.  Bockhart  and  Wolf 
(1883)  described  pseudo-gonorrheal  urethrites,  recognized  some- 
times by  smaller  diplococci,  sometimes  by  those  larger  than  the 
gonococci.  They  described  them,  cultivated,  and  even  inoculated 
them.  Aubert  (1884)  described  simple  bacterial  urethritis.  In 
this  same  year  De  Amicis  and  Icard  observed  the  same  bacterial 
urethrites.  To  differentiate  between  gonococci  and  other  diplo- 
cocci found  in  the  urethra,  Roux,  November  8th,  1886,  recom- 
mended staining  the  gonococcus  by  Gram's  method.  From  this 
time  on  different  observers  have  each  modified  the  method  of  Gram 
in  order  to  obtain  a  thoroughly  satisfactory  method  of  recogniz- 
ing the  gonococcus,  a  proof  that  none  of  them  were  thoroughly 
satisfactory.  In  1889  Steinschneider  and  Galewsky  recommended 
after-staining  with  Bismarck  brown,  which  has  persisted  until  the 
present  time.  Regardless  of  the  numerous  methods  of  staining 
the  gonococcus  according  to  Gram,  the  value  of  this  method  de- 
pends very  much  upon  the  technic  of  the  examiner,  as  a  little  over- 
staining  obliterates  the  diagnostic  value  of  this  method,  so  that 
for  the  average  observer,  staining  the  gonococcus  with  an  aqueous 
solution  of  methylene  blue,  suffices  to  make  the  diagnosis  with  as 
much  certainty  as  the  method  of  Gram. 

After-coloring  of  preparations  decolorized  by  Gram's  method, 
can  easily  give  occasion  to  errors,  inasmuch  as  an  overcoloring  can 
be  caused  easily;  fuchsin,  safranin  and  eosine,  in  solutions  recom- 
mended by  Roux  overcolor  so  intensely  that  one,  to  be  sure,  must 
not  let  the  coloring  material  act  for  more  than  \\  of  a  minute  at 
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most,  even  if  the  coloring  solution  is  as  weak  as  possible.  If  the 
preparation  is  once  overcolored,  so  the  experienced  observer  will 
find  it  difficult  to  discover  a  differentiation  in  color,  between  the 
diplococci  decolorized  by  Gram,  and  the  diplococci  retaining  the 
Gram's  coloring.  Such  an  overcoloring  can  often  give  the  impres- 
sion that  there  may  have  been  a  decolorization  after  Gram. 

This  difficulty  has  been  mostly  prevented  by  an  after-staining 
with  Bismarck  brown,  but  this  has  also  its  drawbacks;  it  is  some- 
times not  entirely  clear  and  the  preparations  colored  by  it  tire  the 
eye  after  a  long  examination.  Therefore,  a  long  list  of  different 
coloring  materials  have  been  tried,  to  see  if  they  were  not  better 
for  the  after-staining.  They  colored  as  above  related  too  intensely, 
or  they  did  not  give  any  sufficient  contrast.  We  must,  therefore, 
still  adhere  to  the  Bismarck  brown,  which  is  best  for  the  after- 
coloring  for  specimens  treated  by  Gram's  method. 

In  the  great  majority  of  cases  of  urethritis,  a  simple  coloring 
method  is  sufficient,  to  determine  the  presence  of  gonococci  with 
comparative  certainty.  In  doubtful  cases  Gram's  method  of  color- 
ing, and  the  after-coloring  by  Bismarck  brown,  as  given  by  Stein- 
schneider  and  Galewsky,  can  be  recommended  as  an  aid  to  diag- 
nosis, but  the  value  of  this  method  depends  very  largely  upon  the 
pathological  training  of  the  observer,  and  the  finding  of  diplococci 
in  the  figure  elements  with  all  the  morphological  characteristics  of 
gonococci  that  are  decolorized  by  Gram  tends  to  confirm  the 
diagnosis  of  gonorrhea,  but  by  no  means  justifies  us  to  decide  the 
question  with  certainty,  as  diplococci  which  entirely  resemble  the 
gonococci,  not  only  in  their  form,  but  by  their  grouping,  their 
position  in  the  figure  elements,  and  by  their  staining  reactions  have 
been  reported  that  are  not  gonococci. 

Zeissl  (1887)  had  seen  diplococci  resembling  gonococci  in 
seven  cases  of  suppurations  of  the  urethra  non-gonorrheal.  Bock- 
hart  (1886)  observed  in  a  period  of  four  years,  fifteen  cases  of 
urethritis,  due  to  infection  from  vaginal  secretion,  that  were  not 
gonorrheal.  Diplococci  were  found  sometimes  smaller,  sometimes 
larger  and  again  of  the  same  size  as  the  gonococci.  The  epithelial 
and  pus  cells  were  of  the  same  character  as  in  a  gonorrheal  dis- 
charge. 

Hugonnenq,  of  Lyons,  Eraud  and  d'Arlhac  (1 891-1893)  have 
studied  and  cultivated  diplococci  taken  from  the  pus  of  urethritis 
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complicated  with  epididymitis,  which  on  account  of  all  their  char- 
acteristics had  been  considered  at  first,  by  one  of  them  as  the  gono- 
coccus  (Eraud,  1890). 

Hogge,  in  1893,  has  reported  some  observations,  a  simple 
urethritis,  a  urethritis  complicated  by  a  double  epididymitis,  and 
one  of  cystitis,  in  which  he  has  determined  the  presence  of  diplo- 
cocci  often  in  very  considerable  numbers.  Their  form  resembled 
absolutely  that  of  the  gonococcus,  but  he  believes  he  can  distin- 
guish between  them,  either  by  their  therapeutic  reactions  or  by 
cultures.  He  could  not  distinguish  between  them  by  means  of 
Gram's  method  of  staining. 

In  1887  Lustgarten  and  Mannaberg  have  found  diplococci  in 
the  secretion  of  the  healthy  urethra  that  entirely  resemble  gono- 
cocci.  Oberlander  and  Wendt  (1887)  have  made  analogous  ob- 
servations. 

Steinschneider  and  Galewsky  (1889)  have  isolated  from  the 
secretion  of  eighty-six  urethras,  diplococci  analogous  to  gonococci 
on  four  occasions,  having  the  same  coloring  reactions  as  gonococci. 

Thus  while  there  are  cases  where  diplococci  in  the  urethral 
secretion  have  been  reported,  that  can  not  be  differentiated  from 
gonococci  by  color  reaction,  if  a  preparation  is  decolorized  accord- 
ing to  Gram,  and  colored  again  by  Bismarck  brown,  when  black- 
brown  diplococci  are  found  intracellularly,  resembling  gonococci, 
we  can  consider  these  as  gonococci  with  a  certainty  of  95.35  per 
cent.,  according  to  Steinschneider  and  Galewsky,  but  the  3.35  per 
cent,  against  us  does  not  permit  of  a  positive  diagnosis,  that  would 
hold  against  a  smart  opposing  lawyer  in  court,  so  that  cultures 
have  to  be  made  to  decide  the  question  with  certainty. 


SOME  CASES  OF  URETHRAL  STRICTURE  COMPLI- 
CATED WITH  A  PROSTATIC  FALSE  ROUTE 
OR  PASSAGE,  WITH  REMARKS. 


By  Reginald  Harrison,  F.  R.  C.  S. 

Hunterian  Professor  of  Surgery,  Royal  College  of  Surgeons;  and  Surgeon  to  St.  Peter's 
Hospital,  London ;   Honorary  Member  of  the  American    Urological  Associ- 
ation and  Corresponding  Member  of  the  Association  Frangais  D*Urologie. 

THE  records  of  surgery  furnish  some  remarkable  in- 
stances of  this  somewhat  rare  lesion  where  persons  suffer- 
ing from  it  have  for  some  time  led  a  more  or  less  active 
life.  I  will  take  some  illustrations  of  it  connected  with  strictures 
in  the  deep  urethra. 

A  man,  some  years  ago,  was  landed  from  a  sailing-ship  under 
the  following  circumstances:  He  was  a  sailor,  aged  40,  and  had 
suffered  for  many  years  from  stricture.  Three  months  before  I 
saw  him,  when  at  sea,  he  broke  his  small  elastic  catheter  in  at- 
tempting to  relieve  an  urgent  attack  of  retention  of  urine.  A  silver 
instrument  of  a  larger  size  was  then  passed  for  him  by  the  captain 
of  the  ship  with  much  force,  pain  and  bleeding.  This  process 
was  subsequently  repeated  on  several  occasions  for  him  during  the 
voyage  and  the  instrument  was  frequently  retained  for  some  hours 
at  a  time.  In  the  course  of  some  weeks  he  passed  urine  voluntarily 
in  sufficient  amount  to  keep  himself  comfortable,  and  he  was  able 
to  get  about  the  ship,  but  not  to  do  duty.  His  general  health,  how- 
ever, began  to  fail,  and  on  his  arrival  in  port  he  was  far  advanced 
in  renal  disease.  I  passed  a  catheter  for  him,  but  it  was  obvious 
that  the  instrument  did  not  take  a  natural  course  though  several 
ounces  of  foul  urine  were  withdrawn  by  it.  The  line  of  the  cathe- 
ter could  be  distinctly  traced  with  the  finger  in  the  rectum.  He 
died  shortly  after  his  arrival,  and  an  autopsy  was  made.  There 
was  a  dense  stricture  in  the  deep  urethra  which  would  only  admit 
a  bristle  and  beneath  it  a  false  passage  through  the  prostate  (which 
was  not  enlarged),  an  inch  and  a  half  in  length,  which  opened 
into  the  bladder  above  the  gland  and  had  done  duty  fairly  well 
for  the  prostatic  urethra. 

For  the  two  following  cases  I  am  indebted  to  the  late  Mr. 
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Cadge,  of  Norwich,  whose  work  in  connection  with  stone  and 
urinary  disorders  is  so  well  known  and  appreciated. 

Mr.  Cadge  wrote  me:  "This  was  a  case  where  I  made  a  post- 
mortem examination,  and  the  specimen  is  now  in  our  hospital 
museum.  It  was  that  of  a  man  with  a  chronic  stricture  and  perineal 
fistula,  where  a  silver  catheter  had  been  forced  in  by  a  surgeon 
and  the  passage  gradually  dilated  up  to  No.  12  (English).  The 
patient  wore,  day  and  night,  a  soft  rubber  catheter,  and  he  died 
after  a  few  years  of  renal  disease.  After  death,  it  was  found 
that  the  catheter  had  left  the  urethra  at  the  front  end  of  the 
stricture  and  had  tunnelled  a  new  passage  through  the  prostate, 
alongside  the  proper  urethra.  I  found  an  epithelial  growth  on 
the  bladder  where  the  catheter  had  rested,  and  the  false  passage 
was  lined  with  a  smooth,  shining  membrane  and  answered  the 
purpose  of  a  catheter  fairly  well." 

The  other  case  was  that  of  a  man  with  an  old  stricture  where 
a  false  passage  had  also  been  previously  made.  Mr.  Cadge 
wrote:  "I  used  to  pass  a  No.  8  or  9  through  the  false  passage, 
but  I  felt  sure  it  was  a  false  passage,  and  as  he  lived  a  long  way 
from  Norwich,  I  put  him  in  the  hands  of  another  surgeon  nearer 
him  who,  with  much  care  and  pains,  got  in  a  minute,  soft  catheter 
through  the  stricture,  kept  it  in,  and  in  a  fortnight  he  was  able  to 
use  No.  12  flexible,  and  the  patient,  I  believe,  has  never  had  any 
trouble  since." 

Mr.  Cadge  further  remarks:  "So  far  as  my  experience  goes, 
there  is  always  one  sign  of  a  false  passage  present,  viz.,  when 
a  large  catheter  is  passed  and  removed  the  false  passage  quickly, 
or  almost  at  once,  collapses  and  the  patient  cannot  pass  urine  much 
better  than  before  any  instrument  was  used." 

These  two  narratives  were  sent  to  me  by  Mr.  Cadge  in  re- 
sponse to  the  written  particulars  of  the  following  case  about  which 
I  was  desirous  of  hearing  from  him. 

It  was  that  of  a  middle-aged  man  I  saw  some  time  ago  who 
had  an  old,  tight  traumatic  or  scar  stricture  and  a  false  passage 
beneath  it  from  the  bulbo-membranous  urethra  tunnelling  the 
floor  of  the  prostate  and  so  entering  his  bladder  through  the 
trigone.  The  lesion,  or  false  route,  seemed  to  correspond  with  the 
case  first  described  in  this  paper  of  which  I  made  a  drawing. 

For  some  time  treatment  had  consisted  in  what  was  supposed 
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to  be  dilatation  of  the  stricture  by  the  passing  of  metal  bougies. 
Later  on  I  was  asked  to  see  this  patient,  and  I  also  repeated  this 
process,  but  with  the  feeling  that  there  was  something  wrong  in 
the  direction  of  the  instrument.  Subsequently,  with  a  set  of  fili- 
form bougies  and  fine  "whips,"  I  hit  off  the  way  through  a  long 


stricture  immediately  in  front  of  the  prostate  and  entered  the 
bladder  naturally. 

It  was  clear,  then,  that  there  were  two  ways  to  the  bladder 
through  the  prostate,  one  by  the  natural  course,  guarded  by  a  very 
contracted  stricture,  and  another  which  had  been  artificially  made, 
so  to  speak,  for  occasions  of  great  and  recurring  urgency.  How  to 
close  the  one  and  open  the  other  was  the  point  to  determine.  The 
stricture  was  much  too  scar-like  and  contractile  to  yield  to  dila- 
tation, continuous  or  otherwise.  Guided  by  some  experience  in 
similar  cases,  it  appeared  to  me  that  this  would  be  best  secured  by 
the  combined  operation  of  internal  and  external  urethrotomy.1 


xTlic  Lancet,  June  n,  1898. 
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This  was  effected  in  the  following  manner,  which  was  planned  to 
avoid  adding  unnecessarily  to  the  amount  of  scar-tissue  in  re- 
lation with  the  urethra :  By  using  a  fine  Holt's  dilator,  intro- 
duced on  a  filiform  guide,  the  stricture  was  stretched  so  as  to 
permit  of  a  Maissoneuve's  urethrotome  being  passed,  by  which 
the  contraction  was  divided.  In  this  way  I  at  once  enlarged  the 
very  contracted  urethra  sufficiently  to  enable  me  to  introduce  a 
fair-sized  medium-grooved  staff  into  the  bladder.  Upon  this  a 
perineal  section  was  performed  and  one  of  my  full-sized  gum 
elastic  drainage  tubes  put  into  the  bladder  fairly  along  what  had 
been  for  some  years  a  closely  contracted  and  unused  half  inch  or 
so  of  urethra.  The  wound  was  closed  with  catgut  sutures  around 
the  drainage  tube,  which  was  secured  in  the  ordinary  way.  This 
patient  made  an  excellent  recovery,  and  after  many  years'  painful 
interruption  again  passes  urine  in  a  natural  stream.  He  takes  the 
precaution  of  occasionally  using  a  bougie  for  himself. 

In  these  cases  where  the  deep  urethra  is  involved  in  dense 
masses  of  cicatricial  tissue,  mainly  the  result  of  disease,  or  in- 
jury, or  both,  and  where  perineal  fistula  are  also  present,  the 
combined  operation  is,  I  believe,  the  surest  and  safest  treatment. 
The  possibility  of  such  a  complication  existing,  as  here  described, 
must  not  be  entirely  lost  sight  of  in  connection  with  the  symptoms 
presented  in  certain  forms  of  deep  urethral  stricture. 

In  the  instances  which  have  come  under  my  observation,  it 
was  found  possible  to  demonstrate  that  the  normal  canal,  though 
in  an  extremely  contracted  form,  did  exist.  Further,  the  cases 
narrated  tend  to  show  that  with  care  and  patience  it  is  possible 
to  restore  the  dimensions  of  the  natural  canal  by  dilatation  or 
otherwise,  even  after  long  periods  of  disuse,  and  also  to  perman- 
ently obliterate  the  false  route  or  passage. 


REPORT  OF  OPERATIVE  WORK  IN  THE  URETER, 
THROUGH  THE  AUTHOR'S  CATHETERIZING 
AND  OPERATIVE  CYSTOSCOPES 


By  Bransford  Lewis,  M.  D.,  St.  Louis 

Read  before  the  Mississippi  Valley  Medical  Association,  at  Cincinnati,  October  1 1,  1904. 


HE  report  herewith  presented  contemplates  the  con- 
sideration of  intra-ureteric  operative  work  through  the 
cystoscope  in  three  relations : 


(a)  Asa  practical  and  reliable  procedure. 

(b)  As  a  diagnostic  measure:  (i)  For  determining  the 
cause  and  location  of  obscure  urinary  affections;  (2)  anatomical 
and  pathological  deviations;  (3)  physiological  activity  of  the 
kidneys. 

(c)  As  a  therapeutic  measure :  (1)  Perse;  (2)  as  a  means 
of  applying  antiseptics,  astringents,  lubricants,  hemostatics  or  other 
topical  medicaments;  (3)  permitting  of  operative  manipulations; 
(a)  for  the  removal  of  calculi ;  (b)  for  dilating  strictures ;  (c)  for 
facilitating  kidney  drainage;  (d)  for  pelvic  and  ureteral  irrigation. 

It  is  believed  the  time  is  opportune  and  the  profession  ready 
to  hear  the  testimony  of  actual  experience  with  this  comparatively 
new  procedure;  and  this  report  is  intended  to  fulfill  that  desidera- 
tum, briefly  recounting  some  of  our  work  done  during  the  past 
two  years.  For,  although  the  first  model  of  my  catheterizing 
cystoscope  was  presented  before  this  association  in  1900,  it  was 
not  until  two  years  later  that  the  mechanical  problems  of  the  in- 
strument were  overcome ;  and  the  operative  cystoscope  I  have  had 
only  during  the  past  year. 

With  reference  to  the  first  consideration,  the  practical  utility 
of  ureter  catheterization  and  manipulation,  I  may  say  that  in  the 
time  mentioned  I  have  catheterized  upwards  of  two  hundred  times, 
and  failed  in,  possibly,  a  half  dozen  times,  including  all  cases, 
normal  or  pathological,  male  or  female.  This  is  something  like 
three  per  cent,  failure.  It  would  appear,  therefore,  that  the  prac- 
tical utility  of  ureter  catheterization  is  established,  in  so  far  as  the 
reliability  of  executing  the  procedure,  with  proper  equipment,  is 
concerned;  testimony  as  to  diagnostic  and  therapeutic  efficacy  ap- 
pears in  the  recital  of  the  following  cases. 
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Among  the  most  interesting  features  connected  with  this  work 
— and  one  that  promises  to  be  one  of  the  most  valuable — is  its 
bearing  on  ureter  calculi.  While  my  experience  has  been  too  re- 
cent and  too  limited  to  permit  of  fixed  judgment  on  the  subject, 
it  has  been  sufficient  to  make  me  a  firm  believer  in  the  efficacy, 
within  certain  limits  and  in  certain  cases,  of  intra-ureteral  man- 
ipulations for  the  removal  of  such  foreign  bodies.  As  has  been 
the  case  with  ureter-catheterization,  so  it  will  be  with  this:  One's 
success  should  increase  with  constant  study  of  the  subject  and  the 
maturing  of  methods  and  means  of  overcoming  the  many  and 
difficult  obstacles  presented. 

One,  at  first  thought,  might  deem  it  impossible  to  do  any  ef- 
fective intra-ureteral  work,  aside  from  that  of  introducing  a 
catheter  into  the  channel.  But  this  does  not  by  any  means  com- 
pass the  possibilities.  In  connection  with  ordinary  catheterism, 
one  may  inject  varying  quantities  of  medicated  fluids  or  oils,  the 
presence  of  the  catheter  and  the  injections  serving  to  dilate  the 
canal  and  facilitate  the  passage  of  the  stone — both  by  direct  in- 
crease of  the  ureteral  caliber,  and  by  overcoming  spasmodic  con- 
traction of  the  muscles  of  its  walls.  But  by  means  of  my  opera- 
tive cystoscope  I  have  been  enabled  to  go  farther  than  this.  I 
have  placed  a  metal  dilator  well  within  the  ureteral  channel  and, 
while  withdrawing  it,  have  stretched  it  to  a  marked  degree.  I 
have  inserted  a  metal  forceps  a  half-inch  within  the  ureter,  de- 
monstrating one's  ability  to  go  that  far  with  such  an  instrument 
after  a  calculus  lodged  within  the  ureter.  I  have  had  constructed, 
and  have  used  sufficiently  to  demonstrate  its  practical  possibilities,  a 
flexible  metal  ureter-forceps,  the  flexible  part  of  which  could  be 
sent  up  a  ureter  channel  for  a  distance  of  two  inches,  there  to  be 
opened  and  enable  the  operator  to  grasp  and  remove  a  stone  of 
small  dimensions.  Before  I  was  able  to  use  this  first  model  of  the 
instrument  in  a  stone  case,  one  of  the  blades  broke,  because  of  its 
defective  construction  and  the  newness  of  the  problem  to  the 
workman. 

I  wish  to  show  a  little  ureter-scissors  that  have  already  been 
of  service  in  assisting  in  the  opening  up  of  strictured  ureter 
mouths.  There  are  several  forms  of  ureter-dilators  for  the  pur- 
pose of  widening  strictured  ureter  channels;  and  bougies  made 
of  silk-web  or  whalebone,  in  successive  sizes. 
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These  various  instruments  are  used  in  connection  with  my 
operative  cystoscope.  (Fig.  I.)  It  is  constructed  largely  on  the 
plan  of  the  ureter-cystoscope,  but  with  the  following  differences: 
The  stationary  ureter  tubes  for  conducting  the  catheters  are  ab- 
sent, affording  more  room  for  observation  and  manipulation 
through  the  main  channel  of  the  instrument.  The  ocular  window 
is  perforated  for  the  passage  of  the  ureteral  instruments,  forceps, 
etc.,  so  that  they  are  manipulated  while  in  view  of  the  operator. 
The  window  serves  to  assist  in  retaining  air  in  the  bladder,  a  suffi- 
cient supply  of  which  is  constantly  maintained  by  means  of  the 
air  pump.  The  air  is  warmed  by  being  pumped  from  above  an 
alcohol  flame. 

The  same  advantages  appertain  to  working  through  air  as  a 
medium  for  bladder  distention  here  as  with  difficult  cases  of  ureter- 
catheterization.  While  it  is  not  as  agreeable  to  the  bladder  as  a 
fluid  medium,  the  operator's  work  is  not  stopped  by  clouding  of 
the  field  as  soon  as  bleeding  occurs  to  any  marked  degree — which 
is  all  the  more  likely  to  occur  in  operative  manoeuvres. 

The  operative  cystoscope  is  simplicity  itself — a  straight  tube, 
with  a  beak  containing  the  cold  electric  lamp;  no  lenses  or  prisms; 
the  only  thing  that  intervenes  between  the  eye  and  the  operative 
field  is  the  glass  window,  previously  mentioned.  It  has  only 
enough  magnification  to  make  the  image  sharper.  A  removable 
ureter  catheter-carrier  is  also  supplied,  to  make  it  possible  to  in- 
troduce the  flexible  catheter  with  this  instrument,  also,  if  it  is  de- 
sired. The  size  of  the  cystoscope  is  27  French.  Air  is  pumped 
in  or  allowed  to  escape  through  a  cock. 

Case  I.  Chronic  lithiasis,  with  calculous  formations  in  the 
kidney,  ureter,  and  bladder;  the  opposite  kidney  inactive.  Re- 
moval of  stones  from  the  only  active  kidney  by  nephrotomy,  and 
from  the  bladder  by  means  of  the  operative  cystoscope. 

H.  S.  S.,  male,  age  28,  soldier.  The  patient  has  for  many 
years  been  the  subject  of  stone  formation  in  his  urinary  tract,  has 
voluntarily  passed  many  particles  of  sand,  and  has  had  several 
calculi  removed  from  him.  While  campaigning  in  the  Philippines 
in  1899,  the  urgent  symptoms  began,  with  frequency  and  urgency 
of  urination.  Two  little  stones  passed  through  the  urethra,  and 
a  third  lodged  near  the  orifice  and  was  removed  by  an  army  sur- 
geon.   A  year  later  more  passed  in  the  same  manner.    He  went 
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Fig.  I. 


The  Bransford  Lewis  operative  cystoscope  and  accessories,  ureter  forceps,  dilators, 
scissors,  etc. 
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to  the  City  Hospital  in  St.  Louis,  where  Dr.  Nietert  opened  the 
bladder  suprapubically  and  removed  a  stone  three-quarters  of  an 
inch  in  diameter.  (A.,  Fig.  III.)  About  a  week  later  the  patient 
suddenly  felt  a  severe  pain  in  his  right  side,  running  down  into 
the  right  testicle.  This  pain  disappeared  shortly  afterwards  and 
has  not  recurred  since — a  remarkable  fact,  in  view  of  the  subse- 
quent developments,  the  finding  of  numerous  calculi,  small  and 
large,  in  the  ureter  and  pelvis  of  that  side. 

My  attention  was  first  called  to  the  patient  by  Dr.  Nietert  in 
April,  1903,  when  he  was  passing  exceedingly  foul,  cloudy,  puru- 
lent urine,  slightly  acid  in  reaction.  Double  ureter-catheteriza- 
tion  was  done  at  one  sitting;  within  20  minutes  the  right  kidney 
discharged  10  drams  of  urine  into  the  test-tube,  the  left  one  only 
1  3-4  drams.  The  urine  from  the  right  kidney  was  of  fairly 
good,  yellow  color,  1,008  specific  gravity,  cloudy  from  pus  and 
blood  corpuscles,  and  also  contained  renal  and  ureteral  epithelia 
and  a  few  hyaline  casts.  The  urine  from  the  left  kidney  was  of 
pale,  milky  color,  densely  purulent,  1,002  specific  gravity.  This 
finding,  especially  when  taken  into  consideration  with  another 
ureter  catheterization  done  on  May  5,  and  giving  the  same  re- 
sults, indicated  that  the  left  kidney  was  doing  practically  no  work; 
that  all  of  the  urinary  excretory  work  was  being  carried  on  by 
the  right  kidney.  And  yet  this  right  kidney  was  badly  afflicted — 
not  alone  with  suppurative  inflammation,  but  also  by  the  presence 
of  calculi  in  it;  for  after  each  of  the  ureter  catheterizations  above 
mentioned,  a  number  of  small  ureter  stones  had  passed  from  the 
bladder  (some  are  shown  at  A,  Fig.  II.)  and  in  each  instance  he 
could  feel  them  pass  from  the  right  ureter  into  the  bladder,  he  said. 
Some  of  these  stones  were  caught  in  cheesecloth,  at  the  time  of 
urination,  and  I  present  some  of  them  to  you;  the  remainder  num- 
bering probably  20  or  more,  were  lost  by  the  breaking  of  the  bottle. 
Although  the  patient  felt  somewhat  relieved  after  the  passing  of 
the  calculi  each  time,  there  was  no  clearing  up  of  the  symptoms  and 
troublesome  conditions  present;  the  urine  remained  highly  cloudy, 
purulent  and  foul-smelling.  Frequency  of  urination  was  exces- 
sive and  the  patient's  general  condition  was  not  improving.  Be- 
lieving that  more  calculi  existed  in  the  right  kidney,  I  suggested 
that  an  X-ray  photo  be  taken,  which  was  carried  out  by  Dr.  John 
Young  Brown,  at  the  hospital.    The  photograph  showed  two 
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dark  spots  to  the  right  of  the  spinal  column,  one  above  the  other, 
apparently  in  the  right  kidney.     Plate  IV. 

These  we  took  to  be  stones.  The  question  of  removing  them, 
because  of  the  existing  conditions,  was  a  serious  one.  We  knew 
that  the  left  kidney  was  not  functionating  to  any  practical  degree; 
he  was  depending  on  one  kidney,  only,  for  renal  excretion,  and 
yet  that  one  contained  two  stones.  If  they  remained  there,  it  was 
only  a  question  of  time  when  it,  too,  would  be  destroyed  and  the 
patient's  life  would  be  ended.  On  the  other  hand,  opening  of  the 
kidney  under  the  circumstances  entailed  the  risk  of  causing  sup- 
pression of  urine  and  having  an  immediately  fatal  result;  but  if 
he  should  go  through  the  operation  successfully,  the  chances  of 
recovery  would  be  fair.  These  matters  were  candidly  told  to  the 
patient  who  declared  that  he  would  rather  take  the  chances  offered 
by  the  operation  than  the  unfortunate  certainty  offered  by  the 
non-operative  plan. 

So  that,  on  May  26,  1903,  by  courtesy  of  Dr.  Brown,  and 
with  the  assistance  of  himself  and  his  internes,  I  cut  into  the  right 
lumbar  region,  incised  the  convexity,  pushed  my  finger  down  into 
the  kidney  pelvis  and  felt  and  removed  the  stone  (shown  at  B. 
Fig.  II).  Feeling  in  the  substance  of  the  lower  pole  of  the  kid- 
ney, I  felt  a  calcareous  mass,  not  a  formed  stone,  which  was  re- 
moved by  scooping  with  the  finger  and  washing  with  a  stream  of 
water.  A  flexible  ureter-catheter  was  passed  down  the  ureter, 
meeting  with  no  obstruction.  The  major  part  of  the  kidney  in- 
cision was  sewed  up,  enough  of  an  opening  being  left  for  drain- 
age by  gauze  packed  in  it.  The  patient  recovered  from  the  ef- 
fects of  the  operation  with  surprising  ease  and  promptness,  urine 
appearing  in  the  bladder  on  the  same  evening,  and  there  was  only 
transient  rise  of  temperature.  He  was  up  and  walking  around 
in  three  weeks  and  gained  much  weight  and  strength  during  the 
next  two  months. 

Shortly  after  returning  from  my  vacation,  in  September,  the 
patient  called  on  me,  complaining  of  irritation  at  the  bladder  neck 
and  frequency  of  urination;  he  said  he  believed  there  was  another 
stone  in  his  bladder.  He  had  had  much  experience  in  this  line, 
and  felt  that  he  was  in  position  to  judge.  On  looking  into  the 
bladder  through  the  cystoscope,  I  found  that  he  was  correct:  a 
white  stone  of  oval  shape  a  half  inch  in  thickness  by  three-quar- 
ters of  an  inch  in  length  lay  in  the  has  fond. 
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Two-thirds  natural  size. 

Fig.  II. 

A — Ureter  calculi  passed  after  catheterization  and  irrigation  of  ureter  (Case  I). 
B — Stone  removed  from  right  kidney  (Case  I). 

C — Particles  of  stone  passed  from  left  ureter  following  catheterization  and  irri- 
gation (Case  II). 

D — Numerous  shot-like  calculi  passed  from  right  ureter  during  one  morning  (fe- 
male patient). 

E — Ureter-calculi  passed  without  manipulation,  after  prolonged  colic. 
F — Ureter  calculi  passed  at  office  without  pain. 
G — Ureter  calculi  passed  after  ureter  colic. 

H — Stones  crushed  and  removed  through  author's  operative  cystoscope  (Case  I). 


Two-thirds  natural  size. 

Fig.  III. 

A — Stone  removed  from  bladder  of  Case  I. 
B — Blood-cast  of  left  ureter  (Case  VI). 

C — Kidney-stones  removed  by  nephrolithotomy  after  proof  by  ureter-catheteriza 
tion  and  X-ray  photo. 
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Through  the  operative  cystoscope  I  introduced  an  alligator 
forceps,  catching  the  stone  and  breaking  off  parts  of  it,  removing 
them  at  the  same  time.  The  forceps  had  not  then  been  constructed 
for  such  work,  however,  and  were  not  strong  enough  to  break 
the  stone  satisfactorily;  so  the  cystoscope  was  temporarily  with- 
drawn and  the  stone  crushed  with  a  lithotrite.  Several  fragments 
were  washed  out  through  the  washing  tube;  when  no  more  came, 
the  operative  cystoscope  was  again  introduced  and  other  frag- 
ments were  detected  and  removed.  They  are  shown  at  H,  in  Fig. 
II.  It  was  apparent,  from  this  experience,  that  stone  fragments 
could  very  readily  be  left  in  a  bladder  after  crushing  and  washing, 
especially  small  ones,  hugged  in  the  folds  of  the  mucous  membrane ; 
and,  further,  that  the  operative  cystoscope  would  offer  much  ad- 
vantage in  detecting  and  removing  them.  By  this  means  the  blad- 
der was  cleared  of  all  fragments  and  debris.  The  only  subse- 
quent treatment  carried  out  was  occasional  irrigation  of  the  kid- 
ney pelvis  with  antiseptic  solutions  through  the  ureter-catheter. 
His  condition  has  been  sufficiently  good  to  enable  him  to  go  to 
work,  in  which  he  has  been  engaged  during  the  past  year. 

With  the  exception  of  the  cystotomy  done  by  Dr.  Nietert,  and 
the  nephrolithotomy  done  by  me,  all  of  the  various  procedures 
were  carried  out  with  local  anaesthesia,  secured  with  cocaine.  If 
general  anaesthesia  had  been  used  each  time  it  is  probable  that 
material  damage  would  have  been  done  to  his  sole  remaining  (so 
far  as  functionation  was  concerned)  kidney.  Instead  of  which, 
he  has  gained  a  number  of  pounds  in  weight,  and  the  last  time  I 
saw  him  he  was  passing  better  urine  than  at  any  previous  time 
since  I  have  been  acquainted  with  him. 

Case  II.  Ureteral  calculus — colic — catheterization  and  irri- 
gation— passage  of  the  stone. 

Mr.  T.  J.  S  e,  of  southern  Illinois,  age  48,  while  in  St. 

Louis,  buying  goods,  about  mid-day  of  February  5th,  1903,  was 
suddenly  stricken  with  very  severe  colicky  pain  in  the  left  lum- 
bar region,  not  running  thence  downward  and  forward  into  the 
groin  of  the  left  testicle.  The  pain  was  so  great  that  he  rolled 
about  on  the  pile  of  dry-goods  on  which  his  friends  placed  him. 
My  first  effort  on  being  summoned  was  to  relieve  his  pain  with  a 
half-grain  of  morphia,  hypodermically.  He  shortly  afterwards 
passed  urine  into  a  bottle  and  was  examined  before  any  instru- 
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mentation  was  undertaken ;  blood  corpuscles  were  numerous  in  it, 
seen  microscopically,  although  the  urine  macroscopically  was 
clear.  No  pus  was  to  be  found  in  it  then.  The  patient  was  sent 
to  the  hospital  and  kept  under  observation  from  the  5th  to  the 
9th,  during  which  another  similar  attack  came  on  and  required 
morphia  and  hot  applications  for  relief;  and  the  blood  corpuscles 
persisted  in  the  urine.  On  the  9th,  with  cocaine  anaesthesia,  I 
performed  synchronous  double  ureter  catheterization,  obtaining 
perfectly  clear,  good  urine  from  the  right  kidney,  but  quite 
bloody  urine  from  the  left,  which,  also,  was  loaded  with  epithelial 
elements.  The  left  ureter  was  irrigated  with  formytol  solution, 
which  when  sent  well  up  into  the  renal  pelvis  caused  a  painful 
sensation  like  the  one  of  which  he  had  already  complained.  Al- 
though he  had  been  urinating  through  a  gauze  strainer  since  his 
first  attack,  nothing  had  been  caught  in  the  urine;  on  the  night 
following  the  catheterization,  little  pieces  of  calculus,  shown  here- 
with, were  passed  and  caught  in  the  strainer.  (C,  Fig.  II.)  He 
rapidly  improved  after  that;  there  was  no  recurrence  of  the  pain, 
and  the  urine  became  clear  of  blood  corpuscles  after  a  moderate 
time.  He  was  put  on  an  anti-uric  acid  dietary,  and  advised  to 
drink  plenty  of  good  water. 

For  nearly  a  year  there  was  no  recurrence  of  similar  trouble; 
so  he  forgot  all  about  it  and  became  lax  in  dietary  regulations. 
In  December,  1903,  he  again  felt  pain  in  the  lumbar  regions,  both 
sides,  instead  of  only  one,  and  of  about  equal  severity.  He  did 
nothing  about  it  at  first,  waiting  for  two  months  to  see  if  it  would 
not  disappear  on  its  own  account — which  it  did  not  do.  On 
February  24,  1904,  the  patient  again  consulted  me. 

Blood  corpuscles  present  in  the  mixed  (bladder)  urine.  On 
March  1st,  under  cocaine  anaesthesia,  I  easily  introduced  catheters 
into  the  two  ureters;  the  one  on  the  right  side  going  as  far  as 
the  kidney  pelvis,  and  draining  healthy  urine.  That  sent  up  the 
left  ureter  met  with  a  definite  obstruction  at  about  two  or  three 
inches  from  the  outlet,  and  could  not  be  made  to  go  further. 
Ureter  drainage  and  irrigation  followed.  During  the  following 
night  there  was  severe  colic  along  the  course  of  the  left  ureter,  ex- 
tending into  the  left  testicle.  It  required  the  use  of  sedatives — 
for  the  first  time  since  a  year  before.  This  subsiding  in  a  day  or 
so,  on  March  3d  I  again  passed  the  ureter  catheter,  this  time  into 
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X-Ray  Photograph  of  Case  1,  Showing-  Stones  in  Right  Kidney 
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the  left  one  only.  It  went  without  impediment  for  about  one  and 
a  half  inches,  where  it  was  stopped  and  could  not  be  inserted 
further.  This  was  at  a  point  an  inch  or  more  lower  down  than  the 
point  of  obstruction  met  with  three  days  before,  it  will  be  noticed. 
The  catheterizing  cystoscope  was  withdrawn  and  replaced  by  the 
operative  cystoscope,  through  which  I  introduced  the  ureter- 
dilator  for  about  one  inch  into  the  left  ureter,  and  in  withdrawing 
dilated  it  to  its  fullest  extent.  No  pain  was  occasioned  thereby, 
and  no  tearing  of  the  ureter  opening  occurred;  the  dilatation  was 
under  the  field  of  vision.  Urine  could  be  seen  coming  through 
the  opening  at  the  same  time.  Moderate  ureter  colic  followed, 
but  not  as  much  as  previously.  On  March  7th,  the  usual  ureter 
opening  was  easily  found  by  the  catheter  which  entered  it  readily 
but  emerged,  a  half-inch  further  on,  through  an  abnormal  open- 
ing through  the  roof  of  the  part  of  the  ureter  within  the  bladder 
wall — the  intra-vesical  portion.  There  was  so  much  irritation  of 
the  bladder  at  this  time  that  I  did  not  investigate  further  than 
to  demonstrate  beyond  a  doubt  this  abnormal  opening  and  ob- 
serve that  it  led  directly  into  the  bladder  and  would  do  no  harm. 
No  little  stone  was  seen  in  the  bladder. 

On  March  nth,  with  better  anaesthesia  and  less  tenderness, 
I  passed  a  catheter  into  the  same  (left)  ureter  opening;  it  sur- 
prised me  by  going  along  up  the  ureter  without  the  slightest  im- 
pediment until  it  reached  the  pelvis;  and  drained  the  best  and 
clearest  urine  that  had  come  from  that  side,  two  drams  in  quan- 
tity. No  pain  followed  the  succeeding  irrigation,  although  it  was 
attended  by  the  usual  colicky  effect.  The  patient  felt  so  good 
afterwards  that  he  took  the  train  the  next  day  for  his  home. 

On  inquiring,  I  found  that  the  patient  had  been  keeping  up  the 
gauze  search  for  the  calculus  at  most  of  the  urinations,  but  had 
failed  to  use  the  gauze  at  some  in  which  the  bowels  had  moved; 
no  stone  had  been  detected.  The  question  naturally  arises  as  to 
the  origin  of  the  newly  developed,  abnormal  opening  in  the  upper 
wall  of  the  ureter — whether  caused  by  the  dilator  or  the  exit 
of  the  stone?  I  am  convinced  that  a  stone  had  been  present  and 
had  been  washed  out,  escaping  detection.  Cases  are  recorded  in 
which  calculi,  after  remaining  impacted  in  the  intra-vesical  part 
of  the  ureter  for  awhile,  ulcerate  through  the  wall  there  and  fall 
into  the  bladder,  whence  they  may  be  passed  out  in  urination, 
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with  or  without  the  scratching  sensation  in  the  urethra  that  leads 
to  their  discovery.    Perhaps  this  was  such  a  case. 

The  dilator  is  constructed  so  that  its  two  arms  are  parallel, 
in  dilating,  so  I  do  not  believe  it  would  cause  such  an  effect.  I 
know  it  did  not  cause  such  an  effect  immediately,  as  I  was  watch- 
ing it  closely.  The  question  has  no  bearing  as  to  any  harmful- 
ness  of  the  effect,  because  there  is  none;  but  it  has  reference  to  the 
testimony  as  to  the  presence  of  stone  and  its  escape.  I  have  had 
another  somewhat  similar  case,  which  will  be  mentioned  later. 

Case  III.  Calculus  in  the  right  ureter,  of  sixteen  years  dura- 
tion; repeated  attacks  of  severe  ureter  colic  covering  that  period; 
relieved  by  intra-ureteric  manipulations. 

A.  C.  W  e,  of  Jamestown,  N.  Y.,  age  50,  lawyer;  first 

conference  September  23,  1903.  Notwithstanding  the  patient's 
prolonged  and  severe  suffering,  covering  a  period  of  sixteen  years, 
he  was  of  robust,  healthy  appearance,  weighing  175  pounds. 

The  first  attack  came  in  1886,  suddenly,  while  sitting  in  his 
office.  It  was  located  in  his  right  lumbar  region,  running  down 
the  course  of  the  ureter  into  the  testicle.  His  physician,  Dr. 
Hazeltine,  of  Jamestown,  thought  there  was  a  stone  passing 
through  the  right  ureter,  but  none  was  observed  in  the  urine  that 
passed.  The  next  attack  was  eight  years  later;  after  which  they 
came  with  gradually  increasing  frequency,  five  of  them  occurring 
in  the  month  previous  to  his  arrival  in  St.  Louis.  They  were  of 
such  severity  as  to  cause  him  to  writhe  on  the  floor,  to  require 
the  prolonged  administration  of  chloroform  (sometimes  inter- 
mittingly  for  five  hours  at  a  time)  ;  accompanied  by  nausea  and 
vomiting,  cold  extremities,  weakness  and  profuse  sweating.  And 
yet  immediately  after  the  passing  off  of  an  attack  he  would  feel 
strong  and  able  to  attend  to  his  duties.  In  his  quest  for  diagnosis 
of  his  case  and  relief  from  its  effects,  the  patient  had  conferred 
with  many  members  of  the  profession,  among  whom  were  Drs. 
Janeway,  Abbe,  Alex.  Smith,  W.  A.  Alexander,  Fluhrer,  of  New 
York;  Leonard,  Philadelphia;  Blanchard,  Stockton,  of  Buffalo, 
and  others  of  Pittsburg  and  other  Eastern  cities.  Dr.  Leonard 
told  him  that  the  X-ray  which  he  took  showed  a  stone  in  the  right 
ureter;  other  gentlemen  had  taken  X-ray  photographs  with  nega- 
tive results. 

I  detected  no  enlargement  of  the  right  kidney,  and  no  very 
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marked  tenderness  of  the  ureter  except  at  its  lower  end,  where  he 
said  was  located  the  severest  pain  in  each  attack. 

The  urine  was  macroscopically  clear,  but  by  microscope  it 
showed  a  small  amount  of  pus  and  a  number  of  red  blood  cells, 
singly  and  in  clumps.  On  introduction  of  the  ureter-cystoscope, 
the  bladder  was  seen  to  be  free  from  any  especial  involvement, 
except  a  moderate  congestion  around  the  right  ureter  opening. 
Urine  was  seen  coming  from  the  left  ureter;  and  as  the  complaint 
had  been  always  of  the  right  side  exclusively,  it  was  not  deemed 
necessary  to  catheterize  the  left  one.  A  catheter  was  easily  passed 
into  the  right  ureter,  which  it  ascended  for  about  two  inches; 
there  it  stopped  abruptly,  apparently  meeting  with  an  obstruction. 
It  was  withdrawn  partly  and  again  pushed  upwards  several  times, 
each  time  coming  in  contact  with  the  obstruction  at  the  same  point; 
and  it  did  not  get  beyond  that  point.  A  feature  worthy  of  note 
was  that  immediately  the  obstruction  was  reached,  and  before 
I  had  remarked  anything  on  the  subject,  the  patient  exclaimed, 
"There's  the  point  where  the  pain  always  is!"  He  was  positive 
the  trouble  was  located  exactly  at  that  spot.  The  cystoscope  was 
taken  out  while  the  catheter  remained  in  the  ureter  for  drainage. 
The  latter  was  not  very  active,  only  one  dram  coming  away  in 
about  thirty  minutes.  This  urine  (right  kidney  only)  looked  clear 
to  the  naked  eye,  but  under  the  microscope  showed  blood  cells, 
much  large  and  small  renal  epithelium,  and,  most  important,  a 
considerable  number  of  pus  corpuscles,  singly  and  in  clumps 
(plugs).  At  this  seance  nothing  was  done  in  the  ureter  except 
the  introduction  of  the  catheter  and  the  repeated  injection  of 
antiseptic  solution  through  the  ureter  catheter  by  means  of  a 
small  syringe  which,  in  the  light  of  subsequent  developments,  is 
interesting  and  has  a  bearing  on  the  question  brought  up  in  Case 
II.  as  to  whether  the  dilator  or  a  calculus  caused  the  abnormal 
opening  through  the  intra-vesical  wall  of  the  ureter. 

One  week  later  (October  1st)  another  cystoscopy  was  es- 
sayed with  cocaine  anaesthesia,  but  this  time  the  bladder  was  in 
such  an  hyperaesthetic  condition  that  it  was  decided  to  substitute 
chloroform ;  but  the  patient  having  eaten  a  hearty  breakfast  short- 
ly before,  the  chloroform  was  badly  borne  and  was  discontinued 
after  only  a  short  glimpse  into  the  bladder.  In  that  short  time, 
however,  a  new  opening  had  been  observed  in  the  intra-vesical 
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part  of  the  wall  of  the  ureter,  at  a  point  a  half-inch  above  the 
normal  opening  of  the  ureter.  It  is  certain  that  this  opening  had 
not  been  present  at  the  time  of  the  previous  cystoscopy.  On 
October  ioth,  under  chloroform  anaesthesia  administered  by  Dr. 
Crandall,  the  patient  was  again  cystoscoped;  the  same  abnormal 
opening  was  readily  observed.  I  thought  it  might  be  a  pocket  or 
sacculation  in  the  wall  of  the  bladder;  but  by  passing  a  catheter 
into  the  normal  ureter  opening,  it  could  be  observed  passing  under 
the  new  one,  on  upwards  along  the  ureter  channel.  To  be  sure 
about  it,  the  catheter  was  withdrawn  and  re-introduced  in  the 
same  manner  several  times,  with  the  same  effect.  Furthermore, 
instead  of  meeting  an  obstruction  in  the  ureter,  as  at  the  previous 
sitting,  none  was  now  encountered;  the  catheter  passed  readily 
along  the  ureter  as  far  as  the  kidney  pelvis;  and  good-looking 
urine  drained  from  it — not  enough  for  investigation,  as  I  did  not 
wish  to  prolong  the  chloroform  seance  longer  than  necessary. 
Previous  to  withdrawing  the  cystoscope  and  catheter,  I  felt  in 
the  abnormal  opening  or  pocket  with  a  metal  probe  and  a  ureter 
forceps,  but  could  not  feel  a  foreign  body  or  calculus.  I  inter- 
preted this  opening  as  being  the  avenue  of  escape  for  the  pre- 
viously-existing ureter  stone — although  none  had  been  detected 
or  felt  passing  through  the  urethra. 

After  this  the  patient  felt  much  better;  walked  around  and 
went  driving  without  discomfort,  improving  so  much  in  the  en- 
suing two  weeks  that  I  considered  it  permissible  for  him  to  re- 
turn home.  Then,  on  October  15th,  a  disappointment  came: 
he  experienced  another  attack  of  ureter-colic  of  considerable 
severity,  located  at  the  same  point  as  on  former  occasions;  and 
on  the  day  following  another  attack,  together  with  rise  of  tem- 
perature to  103  degrees.  At  this  time  the  pain  was  instantly  re- 
lieved by  an  intra-vesical  irrigation  with  hot  formytol  solution, 
but  it  recurred  with  lessened  severity  on  several  succeeding  days; 
there  was  renewed  tenderness  at  the  lower  end  of  the  ureter, 
demonstrated  by  abdominal  pressure.  I  was  glad  to  avail  myself 
of  the  advantage  of  conference  with  the  family  physician,  Dr. 
Hazeltine  (who  came  on  from  Jamestown),  and  Dr.  Wither- 
spoon.  We  agreed  to  the  procedure  that  was  carried  out  October  . 
23d,  under  chloroform  anaesthesia,  given  by  Dr.  Crandall. 

Through  the  ureter-cystoscope  I  easily  introduced  a  silk-web 
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catheter,  sending  it  through  the  ureter  to  the  renal  pelvis,  and 
without  meeting  any  obstruction.  It  was  left  in  situ,  to  act  as  a 
guide,  and  enabled  us  to  quickly  identify  the  ureter  when  Dr. 
Witherspoon  opened  the  abdomen  through  the  right  rectus  muscle, 
for  that  purpose.  Palpation  of  the  ureter  upwards  and  down- 
wards disclosed  nothing  in  the  ureter  other  than  the  catheter,  and 
it  could  be  felt  as  far  as  its  junction  with  the  bladder  wall.  The 
peritoneal  opening  was  then  closed  with  chromatized  catgut;  the 
peritoneal  membrane  was  separated  from  the  abdominal  wall  and 
between  the  two  we  arrived  at  the  ureter  itself,  covered  by  noth- 
ing, and  permitting  the  most  minute  examination  by  both  pal- 
pation and  observation.  It  was  seen  to  be  thickened  to  something 
like  three  times  its  natural  dimensions;  was  much  congested  and 
evidently  inflamed.  No  foreign  body  was  felt  in  it  except  the 
catheter.  To  leave  nothing  undone  that  could  possibly  throw 
any  light  on  the  matter,  before  the  wound  was  closed,  I  again 
looked  in  with  the  cystoscope,  felt  in  the  ureter  and  the  abnormal 
opening  for  a  stone  (without  finding  one)  ;  and  with  a  ureter 
scissors  cut  the  bridge  of  ureter  wall  between  the  normal  and  the 
abnormal  opening.  At  this  time  I  observed  a  ureter  clot  pass  from 
the  ureter  into  the  bladder. 

The  abdominal  wound  was  closed  without  drainage.  A  week 
later  there  was  some  suppuration  in  the  outer  wound,  but  was  met 
by  evacuation  and  drainage,  and  tight  union  followed  in  the  next 
few  weeks.  On  November  16th  the  patient  was  strong  enough 
to  return  home.  He  had  had  no  recurrence  of  ureter  colic;  and 
has  had  none  since  then.  He  rapidly  gained  in  strength  and  gen- 
eral health;  his  friends  unite  in  saying  they  have  not  seen  him 
looking  so  well  in  many  years,  and  he  believes  he  has  not  been  as 
well  in  sixteen  years  as  he  has  been  latterly.  Before  coming  he 
was  having  four  or  five  severe  attacks  each  month;  he  has  had 
none  in  the  past  ten  months. 

While  in  this  case  we  haven't  evidence  that  would  entitle 
us  to  explain  the  exact  condition  of  affairs  at  each  stage,  I  be- 
lieve we  are  justified  in  interpreting  the  events  as  follows:  The 
prolonged  existence  ( 16  years)  of  an  impacted  calculus  in  the  right 
ureter  until  it  was  loosened  and  allowed  to  pass  further  down  by 
ureter  catheterization  and  irrigation,  a  certain  degree  of  chronic 
ureteritis  existing  coincidently,  with  production  of  pus  and  mucus 
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in  varying  quantities.  The  stone  passed  out  and  escaped  detection 
— passed  through  the  abnormal  opening  in  the  wall  of  the  ureter, 
after  creating  a  slough  there.  The  attack  of  colic  occurring  after 
that  was  either  the  collection  and  passage  of  a  plug  of  muco-pus 
or,  more  likely,  an  acute  exacerbation  of  ureteritis,  or  both  of 
these.  The  various  measures  served  to  clear  the  ureter  and  re- 
lieve its  inflammation,  and  relief  was  the  result. 

Case  IV.  Impacted  calculus  in  right  ureter;  double  ureter 
catheterization  but  non-acceptance  of  the  finding;  lumbar  nephro- 
tomy; persistence  of  symptoms;  exposure  of  ureter  and  expression 
of  calculus;  relief. 

This  very  interesting  and  instructive  case  occurred  in  the 
service  of  Dr.  Jabez  Jackson,  of  Kansas  City,  and  it  is  with  his 
approval  that  I  report  it  in  this  series.  I  am  acquainted  with  only 
the  main  features  of  the  case,  as  follows:  The  patient  was  a 
male,  about  40  years  of  age.  He  arrived  in  Kansas  City  at  the 
time  of  the  meeting  of  the  Mississippi  Valley  Medical  Associa- 
tion, in  October,  1902.  I  was  asked  to  make  a  clinical  demon- 
stration of  ureter  catheterization  before  the  Association,  and  made 
use  of  this  patient  for  the  purpose.  The  patient  had  suffered 
much  from  pain  in  the  back,  referred  especially  to  the  right  side, 
and  from  various  urinary  symptoms.  He  was  very  emaciated  and 
weak.  The  left  catheter  went  without  obstruction  to  the  left 
pelvis,  and  drained  good-looking  urine.  The  right  catheter  met 
with  positive  obstruction,  which  was  not  passed,  at  a  point  about 
an  inch  or  more  from  the  lower  end  of  the  right  ureter;  and 
purulent  urine  drained  from  this  side. 

I  declared  my  belief  in  the  presence  of  ureter  stone  at  that 
point.  Dr.  Jackson  could  not  bring  himself  to  accept  the  diagno- 
sis on  the  evidence  at  hand,  and  a  week  later  made  exploratory 
nephrotomy,  looking  for  the  stone  in  that  region.  None  was 
found;  but  pyelitis  was  evident.  The  kidney  and  pelvis  were 
drained  and  then  allowed  to  close.  But  the  complaint  on  the  part 
of  the  patient  continued  to  be  as  great  as  ever — referred  always 
to  the  region  of  the  right  kidney  and  ureter.  Then  Dr.  Jackson 
made  an  incision  over  the  right  ureter  in  the  iliac  fossa,  uncovered 
the  ureter,  and  plainly  felt  a  small  body  in  the  ureter  channel  an 
inch  or  so  above  its  lower  end;  several  physicians  and  assistants 
in  attendance  felt  it,  also;  after  which,  when  Dr.  Jackson  started 
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to  remove  it  he  found  that  it  had  slipped  away  somewhere;  and 
he  never  felt  it  or  saw  it  afterwards.  Nevertheless,  the  patient 
was  entirely  relieved  by  this  operation,  became  well  and  strong, 
and  went  home  well  satisfied. 

Dr.  Jackson  is  firmly  convinced  that  the  foreign  body  he  and 
the  others  felt  was  a  calculus  that  had  plugged  the  ureter  and 
furnished  the  cause  of  the  illness  and  complaints;  that  it  was 
pressed  along  the  ureter,  probably  into  the  bladder,  by  the  palpa- 
tions, clearing  the  channel  of  the  foreign  body. 

That  investigation  with  ureter-cystoscopy  leads  directly  to  the 
detection  of  stones  in  the  kidney,  as  well  as  in  the  ureter,  is  shown 
by  the  following  cases: 

Case  V.  C.  O  r,  male,  age  32,  clerk,  St.  Louis;  investi- 
gated for  Dr.  John  McH.  Dean.    Referred  on  March  28,  1904. 

The  patient,  who  appeared  to  be  in  poor  general  condition  of 
health,  said  that  his  first  attack  of  urinary  trouble  came  on  seven 
years  ago,  very  suddenly,  in  the  form  of  renal  colic,  left  side, 
and  lasting  about  one  day;  not  accompanied  or  followed  by 
bloody  urine,  or  the  passage  of  gravel.  It  was  several  years  be- 
fore the  attack  was  repeated;  and  then  later  it  came  at  frequent 
intervals,  latterly,  as  often  as  once  a  month  or  even  once  in  two 
weeks.  During  this  period  he  has  passed  sandy  particles.  After 
such  attacks,  very  little  urine  flows  for  a  day  or  so,  and  then  follows 
the  passage  of  large  quantities  of  clear,  light-colored  urine,  contain- 
ing only  red  blood-cells.  The  colics  have  often  been  so  severe  as  to 
require  the  use  of  morphine.  Urine  examination  showed  many 
red  blood  corpuscles,  moderate  number  of  pus  cells,  albumin, 
oxalate  of  calcium  crystals. 

At  the  office,  on  the  day  of  his  arrival,  under  local  anaesthesia, 
double  ureter  catheterization  was  easily  made,  Dr.  Dean  present. 
Both  catheters  passed  without  obstruction  to  the  kidney  pelves. 
The  right  drew  clear  urine,  excellent  in  all  respects;  the  left  drew 
fairly  good-looking  urine,  but  containing  much  pus.  The  patient 
was  then  referred  to  Dr.  Russell  D.  Carman  for  skiagraph.  The 
two  exposures  he  took  plainly  showed  shadows  in  the  same  lo- 
cation. 

On  May  7th,  at  St.  Anthony's  Hospital,  I  had  the  pleasure 
of  assisting  Dr.  Dean  when  he  removed,  by  left  lumbar  ne- 
phrotomy, a  uric  acid  calculus  the  size  of  a  hazel-nut.  The 
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patient  made  a  rapid  recovery,  and  is  now  back  at  his  usual  em- 
ployment. 

Case  VI.  Passage  of  blood  clot  eight  inches  long,  a  cast  of 
the  left  ureter,  in  a  case  of  urinary  tuberculosis  and  hematuria. 

H.  S  y,  male,  expressman,  age  45,  married.  Referred 

by  Dr.  Frumson,  of  this  city,  in  October,  1903. 

While  investigation  of  this  case  showed  that  the  lungs,  as  well 
as  the  kidneys  and  bladder  were  involved  in  the  tuberculous  in- 
flammation, the  earliest  indication  of  departure  from  health  was 
the  appearance  of  blood  in  the  urine,  in  April,  1903.  The  dis- 
semination of  the  infection  has  precluded  any  operative  interfer- 
ence. But  an  interesting  incident  was  the  following:  On  March 
30,  last,  the  patient  came  to  the  office  and  said  that  another  attack 
of  hematuria  was  on,  having  begun  that  morning.  I  wished  to 
get  exact  information  regarding  the  source  of  the  bleeding,  which 
he  told  me  had  occurred  a  number  of  times  in  the  past  year,  and 
therefore  performed  cystoscopy  and  ureter  investigation  at  once. 
The  right  catheter  went  up  easily,  and  drained  fairly  clear  urine; 
while  the  left  catheter  was  stopped  within  an  inch  of  the  lower 
end  of  the  ureter  and  would  go  no  further.  Before  putting  the 
catheters  into  the  ureters,  several  thick  blood-clots  were  washed 
out  of  the  bladder  through  a  rubber  catheter,  but  nothing  like  the 
long,  slender  one  that  I  show  here,  that  passed  after  the  effort 
at  catheterization.  It  came  directly  after  the  manipulation  men- 
tioned, and  the  withdrawal  of  the  cystoscope.  It  was  immediately 
placed  in  five  per  cent,  formalin  solution,  which  has  preserved 
it  exactly.  (See  B,  Fig.  III.)  The  patient  remarked,  at  about 
the  same  time,  that  he  was  much  relieved  of  pain  in  the  left  side, 
which  he  had  been  feeling  for  several  hours.  The  clot  could  not 
have  been  in  the  bladder  or  I  should  have  observed  it  through  the 
cystoscope;  and  it  was  not  in  the  right  ureter,  as  that  was  occupied 
by  the  catheter.  It  must  have  furnished  the  obstruction  that  pre- 
vented the  passage  of  the  catheter  through  the  left  ureter;  and 
this  endeavor  loosened  it,  or  dilated  the  opening  of  the  ureter, 
facilitating  its  escape. 

DIFFICULTIES  AND  DISAPPOINTMENTS 

So  many  links  are  necessary  to  complete  the  chain  of  require- 
ments for  successful  ureteral  work  that  disappointments  are  not 
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infrequent.  The  more  complicated  the  instrument  and  the  tech- 
nique, the  greater  the  chance  of  interruption  or  failure;  for  that 
reason  it  has  been  my  constant  endeavor  to  simplify  both  as  much 
as  possible.  Lenses  and  prisms  and  their  accompanying  diffi- 
culties were  eliminated  at  the  outset — were  never  contemplated 
in  the  instrument,  which  is,  practically,  a  straight  tube,  with  cold- 
lamp  illumination  at  the  inner  end,  and  arranged  to  permit  of  the 
injection  of  air  through  it  into  the  bladder.  To  add  to  simplicity, 
electric  switches  and  complicated  connections  have  been  omitted; 
and  we  seldom  have  an  interruption  from  a  break  in  the  electric 
connection. 

Nevertheless,  disappointments  more  or  less  difficult  of  removal 
do  occur.  Catheterization  may  be  accomplished  in  a  case  of  active 
hematuria,  presenting  more  or  less  difficulty  on  that  account,  and 
yet,  with  the  cystoscope  withdrawn  and  everything  ready  for  the 
catheter  drainage  from  both  kidneys  that  is  intended  to  explain 
and  clear  up  the  diagnosis,  perhaps  there  is  no  flow  from  one  or 
both  catheters :  they  rest  well  up  in  the  ureters,  but  a  little  plug 
of  pus  or  a  clot  of  blood  clogs  the  eye  of  the  catheter — and  our 
diagnostic  chain  is  broken;  chagrin,  instead  of  satisfaction,  is 
our  portion.  But,  happily,  this  impediment  is  usually  capable  of 
easy  correction :  the  flow  is  started  by  either  of  two  manoeuvres. 
A  small,  sterile  syringe  is  applied  to  the  outer  end  of  the  cathe- 
ter and  slight  suction  is  made,  clearing  the  channel;  or  a  few 
drops  of  sterile  fluid  are  injected  into  the  catheter,  even  up  to  or 
into  the  ureter,  if  necessary,  which  accomplishes  the  same  pur- 
pose, the  pressure  of  the  urine  from  above  serving  to  keep  the 
channel  clear  thereafter.  If  pus  is  so  thick  that  it  will  not  flow 
through  such  a  catheter,  the  diagnostic  aim  may  still  be  fulfilled 
by  strong  aspiration  through  the  catheter  by  means  of  the  syringe, 
compelling  some  of  the  pus  to  be  drawn  into  the  catheter,  from 
which  it  is  again  expressed  by  the  syringe  after  being  withdrawn 
from  the  ureter  and  the  cystoscope. 

This  has  been  clearly  demonstrated  in  two  cases  that  have 
come  under  my  observation;  one  in  which  I  did  double  ureter 
catheterization  on  a  patient  for  Dr.  Bryson,  a  few  months  before 
his  death,  in  which  a  good  flow  of  fairly  good  urine  came  from  one 
catheter,  while  none  came  from  the  other  (the  left).  After  ob- 
taining the  desired  quantity  from  the  side  that  was  flowing,  and 
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failing  by  syringe-aspiration  to  get  a  flow  from  the  other,  both 
catheters  were  withdrawn,  when  it  was  found  that  ten  or  fifteen 
drops  of  thick,  yellow  pus  were  contained  in  the  catheter  that  did 
not  flow;  it  was  forced  out  of  the  catheter  into  a  glass  with  the 
same  syringe  that  had  done  the  aspirating.  The  pus  in  this  case 
was  too  thick  to  flow  freely,  but  it  was,  nevertheless,  demonstrated 
in  its  thick  state — something  that  would  have  been  impossible  by 
segregation  methods. 

In  a  previous  paper  (Op.  Cit.,  page  9)  I  have  alluded  to  a 
similar  case,  as  follows: 

Case  XIV.  Pyonephrosis  and  Perirenal  Abscess.  Male,  aged 
39  years,  had  suffered  many  years  from  pain  in  the  back  and  other 
symptoms  of  chronic  urinary  affection.  Because  of  this  and  of 
purulent  urine  present,  the  Harris  segregator  was  used,  giving 
comparatively  clear  urine  from  the  right  side,  but  cloudy  urine 
from  the  left.  It  was  considered  from  this,  by  the  surgeons  who 
made  the  test,  that  there  was  pyelitis  present.  Later  I  was  asked 
to  do  ureter-catheterism.  I  inserted  the  catheter  into  the  left 
ureter,  but  it  would  go  in  only  a  part  of  the  way;  it  was  withdrawn 
and  reinserted  several  times  before  it  finally  was  pushed  up  about 
two  inches  in  the  ureter.  Even  then  it  did  not  drain  immedi- 
ately; so,  after  waiting  ten  minutes  or  so,  I  applied  aspiration  to 
the  outer  end  of  the  catheter  and  by  strong  pumping  got  out 
one  dram  of  pure  pus.  Instead,  then,  of  there  being  simply  a 
pyelitis,  there  was  renal  abscess  with  an  imperative  demand  for 
operative  interference.  On  operating  through  the  left  lumbar 
region,  I  found  the  kidney  dilated  with  over  a  pint  of  pus,  and  a 
stone  in  the  renal  pelvis.  The  segregator  could  not  possibly  have 
attained  the  results  given  thus  by  catheterism  and  the  strong  aspi- 
ration. The  thick  pus  was  not  draining  from  the  ureter,  and  could 
not  have  gotten  into  the  segregator  from  the  ureter,  and  hence 
could  not  have  gotten  into  the  segregator  tube. 

That  "there's  many  a  slip  'twixt  the  cup  and  the  lip"  was  very 
aggravatingly  illustrated  in  a  case  referred  to  me  by  Dr.  F.  Neu- 
hoff,  in  June,  1903. 

Case  XV.    G.  W.  G  r,  male,  age  40,  railroader,  married. 

History  of  nine  years  gradual  development  of  parenchymatous 
nephritis  to  a  state  of  chronic  uremia  and  several  attacks  of  coma 
during  the  period  of  two  months  before  I  was  called.    The  patient 
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was  semi-delirious,  temperature  high,  pulse  elevated  far  above 
normal,  urine  and  feces  often  passed  unconsciously  into  the  bed. 
Conditions  were  apparently  hopeless;  but  with  a  view  to  possible 
renal  decapsulation,  I  wished  to  make  an  effort  to  drain  the  kid- 
neys respectively.  After  much  difficulty,  due  to  his  delirious 
straining  and  contortions,  I  did  succeed  in  introducing  the  cathe- 
ters— just  as  the  patient  showed  signs  of  weakness  and  de- 
pression, such  as  he  had  exhibited  on  previous  occasions.  He  was 
quickly  returned  to  his  room  and  bed,  the  assistants  being  cautioned 
to  take  good  care  of  the  two  catheters  left  in  the  ureters.  I  arrived 
in  the  room  a  few  minutes  later,  and  on  examining,  found  that 
both  catheters  had  been  pulled  out  and  were  lying  in  the  bed- 
clothes. The  assistants  had  forgotten  all  about  them  in  their  ef- 
forts at  restraining  and  caring  for  the  patient.  The  endeavor  was 
not  repeated.    The  patient  died  about  three  weeks  later. 

Difficulties  connected  with  the  execution  of  catheterism  are,  of 
course,  gradually  lessened  with  practice  and  repetition  of  the 
procedure;  that  is  true  generally,  and  also  where  it  is  repeated 
on  the  same  individual.  Idiosyncracies  and  anatomical  and  physio- 
logical peculiarities  are  recognized  on  more  intimate  acquaintance 
and  dealt  with  more  easily.  There  is  surprisingly  wide  variance 
in  the  position  and  location  of  ureter  openings  into  the  bladders 
of  different  persons.  Sometimes  they  are  both  low  down,  or  both 
are  high,  or  one  is  high  and  the  other  low;  and  they  vary  equally 
as  much  with  respect  to  their  distance  from  the  median  line  of 
the  bladder,  both  in  different  cases  and  in  the  same  individual; 
and  the  peristaltic  movements  of  the  bladder-walls  while  under 
observation  make  variations  that  should  be  taken  into  considera- 
tion. These  facts,  by  the  way,  discount,  to  a  certain  extent,  the 
certainty  and  accuracy  of  results  in  the  use  of  segregators.  One 
cannot  see  that  he  has  the  watershed  exactly  between  the  two 
ureter  openings,  and  cannot  see  that  there  is  no  mixing  of  the 
two  urines  from  the  respective  kidneys. 

One  of  the  most  frequent  sources  of  difficulty  in  catheterizing 
easily  comes  from  insufficient  cocainization ;  the  air  and  the  in- 
strument in  the  bladder  then  causing  bladder  contractions  and 
resistance  that  put  easy  manipulation  out  of  the  question.  Be- 
fore I  learned  this,  I  tried  to  catheterize  a  patient  named  Lister 
a  number  of  times  before  I  succeeded;  but  after  that,  I  catheter- 
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ized  him  a  number  of  times  without  the  slightest  difficulty.  In 
contracting  forcibly,  the  bladder  is  thrown  into  folds  and  wrinkles 
that  hide  the  openings  from  view;  and  the  pressure  from  within 
sends  moisture  against  the  window  of  the  cystoscope,  as  well  as 
lessening  the  working  space  and  cramping  manipulations.  It  is 
economy  of  time  and  effort,  and  but  just  to  the  patient,  under 
such  circumstances,  to  withdraw  the  cystoscope  and  put  in  another 
tablet  or  two  of  cocaine — after  aspirating  the  fluid  that  has  col- 
lected and  will  dilute  the  cocaine  if  left  there.  Then,  on  intro- 
ducing the  cystoscope,  the  difference  is  remarkable;  instead  of 
having  a  cramped,  jumbled-up  field  of  vision,  the  bladder  is  dilated 
widely  and  comfortably,  and  all  manoeuvering  is  easy. 

Rapid  bleeding  into  a  bladder  sometimes  gives  more  trouble 
from  its  tendency  to  dilute  the  cocaine  and  defeat  anaesthesia  than 
from  clouding  the  field.  I  have  previously  shown  how  the  field 
may  be  kept  clear  of  blood  by  putting  into  effect  two  manoeuvres: 
Affording  marked  pelvic  elevation  by  posture  so  that  the  accu- 
mulating blood  gravitates  toward  the  fundus  of  the  bladder;  and 
while  searching  for  the  ureter-opening,  one  catheter  is  sent  two  or 
three  inches  beyond  the  end  of  the  cystoscope  and  dropped  into 
the  pool  of  blood  in  the  fundus,  while  an  assistant  keeps  the  pool 
from  growing  too  large  by  pumping  on  the  outer  end  of  the 
catheter  with  a  syringe. 

In  the  case  of  a  very  sensitive  bladder,  such  rapid  bleeding 
might  dilute  the  cocaine  to  a  degree  that  would  prevent  an  an- 
aesthetic effect;  whereupon  general  anaesthesia  might  become  a 
necessity. 

But,  on  the  other  hand,  where  sensitiveness  is  not  acute,  and 
resistance  of  the  bladder  not  great,  even  the  cocaine  is  not  neces- 
sary; adept  manipulation  gets  the  catheter  into  the  ureter  with 
no  more  discomfort  than  that  incident  to  sounding  for  stone  or 
similar  instrumentation. 

Case  VII.  Attacks  of  nephralgia,  simulating  renal  colic  from 
calculus;  the  latter  excluded  by  ureter  catheterization;  recovery 
after  adoption  of  measures  based  on  this  diagnosis. 

Under  the  care  of  Dr.  Emory  Lanphear,  by  whom  I  was 

called  into  consultation,  January  7,  1904.    Miss  J.  F  r,  age 

28.  In  good  health  up  to  three  years  ago;  about  that  time  she 
began  to  experience  what  was  termed  "kidney  trouble,"  and  went 
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to  Colorado  for  relief.  She  was  benefited  by  the  use  of  waters 
there,  after  five  months'  stay.  About  a  year  ago,  while  standing 
on  a  step-ladder,  she  received  some  strain  of  the  back,  followed 
by  severe  pain  in  the  left  lumbar  region,  from  which  she  has  never 
been  free  at  any  time  since.  It  begins  in  the  left  renal  region, 
passing  forwards  and  downwards  in  the  line  of  the  left  ureter. 
It  is  often  so  severe  as  to  require  the  use  of  morphine;  and  causes 
much  loss  of  sleep  and  suffering  between  times.  She  has  sought 
the  advice  and  care  of  a  number  of  physicians,  among  whom,  be- 
sides Dr.  Lanphear,  were  Drs.  Walsh,  Bondurant,  Rendelmann, 
Sullivan,  and  physicians  at  West  Baden,  in  Colorado,  etc.  This 
is  sufficient  evidence  of  the  extent  of  her  suffering. 

While  her  urine  was  often  high  colored  and  scant,  it  had 
never  been  bloody;  her  medical  attendants  had  found  it  1.028 
specific  gravity  at  such  times. 

Ureter  catheterization  on  January  7,  1904,  under  local  anaes- 
thesia, the  left  ureter  only  being  explored,  as  there  has  never  been 
any  complaint  on  the  right  side.  No  impediment  to  the  passage  of 
the  catheter  to  the  pelvis;  and  the  drainage  gave  comparatively 
clear  urine,  containing  many  epithelial  cells  of  various  shapes,  but 
no  pus  or  blood  cells.  Afterwards,  Bierhoff's  test  for  the  presence 
of  stone  in  the  pelvis  was  applied  with  negative  result  (that  is, 
the  forced  filling  of  the  pelvis  with  fluid,  dislodging  the  calculus 
and  causing  hematuria  during  the  ensuing  several  days). 

This  investigation  impelled  me  to  the  conclusion  that,  not- 
withstanding the  strong  resemblance  to  renal  colic  presented  by 
the  case,  no  stone  was  present  at  any  point  of  the  urinary  tract; 
and  that  the  case  was  one  of  uric  acid  cases,  requiring  anti-lithics, 
abundant  water  ingestion,  a  diet  free  from  uric  acid  producers, 
and  attention  to  her  general  condition.  I  have  not  seen  the  patient 
since  that  time,  but  judging  from  the  following  note  from  Dr. 
Lanphear,  the  plan  seems  to  have  been  successful:  "Miss  F. 
was  put  on  the  Weir  Mitchell  'rest  treatment,'  with  lithia,  etc., 
as  per  your  suggestion,  and  has  practically  recovered  her  health. 
Her  brother  writes  me  that  since  her  return  home  there  has  been 
no  recurrence  of  pain,  and  her  general  health  is  greatly  improved." 
Dated  May  6,  1904. 

This  is  but  one  of  a  number  of  instances  I  have  had  presented 
in  which  the  negative  evidence  afforded  by  ureter  catheterization 
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was  fully  as  valuable  for  arriving  at  a  correct  diagnosis  as  posi- 
tive would  have  been.  For  instance,  a  case  may  be  recalled,  in 
which  the  X-ray  appeared  to  indicate  the  presence  of  ureter  calculi, 
which  were  definitely  excluded  by  catheterization.  Another  case 
may  be  mentioned  in  which  a  medical  friend  said  that  he  had  a 
patient  with  severe  pyelitis,  and  in  whom  it  might  be  interesting 
to  demonstrate  the  catheterization  and,  incidentally,  the  accuracy 
of  his  diagnosis.  At  his  request  I  did  double  catheterization  in 
the  case;  but  got  perfectly  clear,  non-purulent  urine  from  both 
kidneys.    Not  a  trace  of  pyelitis  was  present  on  either  side. 

Case  Fill.  Bilateral  hemorrhagic  pyelitis  and  cystitis,  from 
infection  with  colon  bacillus. 

C.  C,  male,  age  19,  of  Dixon,  Ky.,  unmarried;  referred  by 
Dr.  R.  M.  King,  of  St.  Louis,  October  6,  1902.  Occupation, 
student.  The  patient  said  that  his  trouble  had  begun  about  six 
months  before,  and  without  any  venereal  origin ;  in  fact,  he  de- 
clared he  had  never  suffered  any  venereal  infection.  He  first 
noticed  frequency  and  urgency  of  urination,  rapidly  becoming 
worse  to  such  a  degree  that  he  was  occupied  in  the  act  of  urinating 
almost  all  night,  on  several  occasions.  Also,  there  was  blood  in 
the  urine,  for  a  week  or  more,  and  just  before  his  arrival  in  St. 
Louis  the  urine  seemed  to  be  almost  pure  blood.  Much  pain  at- 
tended the  act  of  passing  water  each  time. 

Examination  showed  that  the  urine  was  highly  clouded  with 
both  pus  and  blood,  and  contained  myriads  of  colon  bacilli.  The 
meatus,  which  was  very  narrow,  was  enlarged  to  No.  28,  French, 
on  October  6.  Two  days  later  both  ureters  were  easily  cathe- 
terized;  the  right  gave  urine  that  was  both  bloody  and  purulent, 
while  that  from  the  left  side  was  approximately  clear.  It  was 
also  noticed  that  blood  oozed  from  the  bladder  mucous  membrane. 
The  right  ureter  urine  contained  the  same  bacterial  organisms 
that  had  been  found  in  the  mixed  product.  Following  the  ureter 
drainage,  both  ureters  were  washed  with  formytol  solution,  1-4, 
after  which  the  bladder  received  a  similar  irrigation. 

Internal  and  local  antisepsis  was  applied,  and  there  was  mod- 
erate improvement;  but  this  was  accelerated  materially  by  the 
second  ureter  catheterism  that  was  done  on  October  13  (five  days 
after  the  first  one).  At  this  time,  the  left  ureter  urine  was  again 
clear,  while  the  right  contained  blood,  pus,  and  colon  bacilli,  but  all 
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in  markedly  less  proportions  than  before.  Irrigations,  as  be- 
fore. After  this  there  was  progressive  clearing  of  the  urine  of 
blood  and  pus  and  the  infective  organisms.  The  patient  re- 
turned to  his  home  in  a  little  less  than  a  month  from  the  time  of 
his  arrival,  with  the  various  symptoms  subsided  and  both  urines 
clear,  no  blood  showing  even  under  the  microscope. 

Case  IX.  Chronic  severe  hematuria :  bleeding  from  bladder 
and  both  kidneys.  This  was  one  of  the  most  interesting,  as  well 
as  gratifying,  of  our  ureter  cases.  G.  D.  B.,  age  56,  American, 
married,  merchant,  of  St.  Louis;  case  of  Dr.  T.  C.  Witherspoon, 
by  whom  I  was  called  into  conference  on  February  9,  1903. 

While  the  patient  was  of  robust  build  and  healthy  appearance, 
he  had  for  years  noted  a  tendency  to  vascular  relaxation  at  various 
parts  of  the  body,  in  the  skin  of  the  lower  limbs,  the  scrotum, 
etc. ;  and  he  had  suffered  much  from  adenoids  in  the  nose.  This 
did  not  detract  from  his  feeling  of  general  good  health,  however, 
which  was  maintained  for  a  month  or  more  after  the  beginning  of 
the  attack  of  hematuria,  the  first  indication  of  his  affection.  This 
began  in  August,  of  1902.  It  was  intermittent  for  a  month  or 
two;  was  not  attended  with  pain  or  any  other  symptom  that  he 
observed.  In  October,  following,  it  was  quite  severe,  giving  the 
urine  the  appearance  of  pure  blood,  bright  in  color.  His  first 
medical  attendant  gave  ergot,  which  did  no  good.  Dr.  Wither- 
spoon was  then  consulted,  and  prescribed  salipyrin,  ergotinin  and 
hydrastin,  with  some  clearing  of  the  urine  for  a  week  or  so,  but 
recurrence  soon  followed.  Rest  in  bed,  light  diet,  and  various 
other  measures,  both  local  and  internal,  were  provided,  ordinarily 
beneficial  in  hematurias,  but  with  no  enduring  relief.  The  hema- 
turia not  only  persisted  but  became  more  severe,  and  in  Decem- 
ber and  January  reduced  his  strength  considerably;  occasional 
elevation  of  temperature.  As  a  result  of  our  first  conference,  in 
February,  supra-renal  extract  in  5-grain  doses,  four  times  daily, 
was  given;  and  when  this  did  not  secure  any  definite  result,  thy- 
roid extract  was  substituted,  with  no  better  effect.  It  was  con- 
sidered advisable  to  make  a  cystoscopic  examination  with  ureter 
catheterization.  In  our  first  effort  to  do  so,  I  met  with  the  first 
failure  I  had  encountered  in  a  year  and  a  half  of  such  work — 
at  least  it  was  a  deferred  success,  as,  under  more  favorable  con- 
ditions later,  success  was  readily  attained.    The  first  effort  was 
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made  at  my  office  on  February  18  ;  it  was  found  impossible  to  se- 
cure even  moderate  cocaine  anaesthesia,  although  upwards  of  a 
dozen  i -grain  cocaine  tablets  were  inserted  by  means  of  my  tablet- 
depositor — a  method  that  usually  affords  the  most  satisfactory  re- 
sults. Dr.  Witherspoon  had  already  met  with  this  insensitive- 
ness  to  cocaine  on  the  part  of  the  patient;  and  the  urethra  and 
bladder  were  so  very  hyperaesthetic  that  it  was  soon  evrdent  that 
no  instrumentation  could  be  carried  out  without  general  an- 
aesthesia. The  patient  went  to  the  hospital,  where,  on  March  5th, 
ether  and,  later,  chloroform  were  given  by  Dr.  Crandall ;  he  was 
almost  immune  to  both  these  agents,  so  that  only  partial  and  un- 
satisfactory anaesthetic  effect  was  obtained;  and  with  the  quite 
active  hemorrhage  encountered,  some  difficulty  was  expected  in 
catheterizing  the  ureters,  but  we  were  agreeably  disappointed 
in  this,  since  both  catheters  were  readily  introduced.  Be- 
fore that,  however,  it  was  seen  that  rather  active  hemorrhage  was 
coming  from  various  parts  of  the  congested  bladder  membrane, 
quickly  forming  a  little  pool  of  blood  at  the  bottom  of  the  fundus 
of  the  bladder  (which  was  the  lowest  part  of  the  organ,  as  the 
patient  was  in  an  inverted  dorsal  posture).  After  passing  both 
catheters  up  to  the  kidneys  (meeting  with  no  obstruction  on  either 
side),  all  of  the  urine  drained  was  markedly  bloody — first  part 
and  last  part  of  each  side.  Experience  has  taught  that  where 
bleeding  occurs  from  the  presence  of  the  catheter  in  a  ureter,  it 
tinges  only  the  first  portion,  the  remainder  passing  clear  or  ap- 
proximately so.  But  in  the  present  instance  all  of  the  urine  passed 
during  about  thirty  minutes  was  about  equally  bloody,  with  pos- 
sibly a  slight  difference  in  favor  of  the  right.  Numerous  renal 
and  pelvic  epithelia  were  present  in  each  urine,  but  no  evidences 
of  active  pus  formation. 

For  several  days  before  the  catheterization  there  had  been 
elevation  of  temperature  of  from  one  to  three  degrees;  there  was 
improvement  in  this  respect  for  the  four  days  following  the  instru- 
mentation, so  that  he  was  allowed  to  return  to  his  home.  On  the 
night  following,  he  had  a  severe  chill  and  fever.  Internal  anti- 
septics, such  as  the  salicylates,  benzosol  and  quinin,  which  had  al- 
ready been  in  use  for  a  number  of  days,  were  pushed  freely.  On 
March  9,  10  and  1 1,  there  was  progressive  lessening  in  the  amount 
of  blood  in  the  urine  (the  improvement  beginning,  therefore, 
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four  days  after  the  catheterization  and  ureter  irrigation)  ;  this 
improvement  continued  and  was  accompanied  by  lowering  of  the 
fever  and  relief  from  the  symptoms;  on  March  14,  the  urine  was 
comparatively  clear,  and  on  the  16th,  blood  corpuscles  were  dis- 
cernible only  by  aid  of  the  microscope;  but  there  was  considerable 
pus  and  epithelium,  and  a  very  large  quantity  of  albumin  (1  1-8 
per  cent.,  Esbach).  This  element  also  soon  lessened,  and  by 
March  20th  only  a  trace  was  left,  that,  too,  disappearing  in  a 
few  weeks.  Strength  and  general  health  were  recuperated,  and 
there  has  been  no  recurrence  of  the  trouble  in  any  form  (twelve 
months) . 

Illustrative  of  the  great  advantage  of  ureter  catheterism  in 
both  diagnosis  and  treatment,  the  following  case  is  related.  It 
was  cited  in  a  previous  paper,1  but  I  am  now  able  to  report  that 
the  patient  has  had  no  recurrence  of  his  pelvic  infection;  and  has 
therefore  been  well  of  it  now  for  almost  three  years. 

Case  X.  Chronic  Unilateral  Pyelitis  and  Cystitis;  Pelvic  Ir- 
rigation.— A.  J.  M.,  male,  aged  28  years,  street-car  conductor; 
referred  by  Dr.  Y.  H.  Bond,  in  November,  1901.  Following 
on  an  incompletely  cured  attack  of  gonorrhea  of  two  years  pre- 
viously, the  patient  had  noted  certain  pains  and  dull  aches  in  the 
bladder  and  perineal  region  that  were  growing  and  becoming  a 
serious  interference  with  the  carrying  on  of  his  employment.  I 
gave  tonic  treatment  to  his  prostate,  vesicles,  and  bladder,  the 
organs  which  seemed  to  me  to  be  at  fault,  attempting  to  eliminate 
a  bacterial  infection  of  colon  bacilli  with  internal  and  local  anti- 
septics, and  giving  periodic  massages  and  hot  rectal  siphons.  This 
was  continued  during  November,  December,  and  the  following 
January  with  unsatisfactory  results, — only  moderate  improvement, 
at  best.  In  February,  1902,  more  because  of  the  rebelliousness  of 
the  condition  than  anything  else,  I  suggested  ureteral  catheterism, 
in  order  to  learn  if  the  infection  reached  higher  than  the  bladder. 
On  February  25,  at  my  office,  under  cocaine  anaesthesia,  I  cathe- 
terized  the  right  ureter  and  drained  good,  clear  urine  therefrom. 
On  March  26,  I  again  catheterized  the  same  (right)  ureter  with 
the  same  result, — clear,  healthy  urine.  On  April  14,  I  catheter- 
ized the  left  ureter,  and  obtained  definitely  cloudy  urine,  con- 


1  Annals  of  Surgery,  January,  1903. 
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taining  pus  and  actively  motile  colon  bacilli.  Before  withdrawing 
the  ureter-catheter,  but  after  removal  of  the  cystoscope,  I  washed 
out  the  kidney  pelvis  with  hot  2  per  cent,  boric  acid  solution, 
repeatedly  running  it  in  and  out  by  means  of  funnel  and  rubber 
tubing.  On  May  7  I  again  catheterized  the  left  ureter,  finding  the 
urine  much  clearer  than  on  the  previous  occasion;  and  the  boric 
irrigation  was  repeated.  The  same  measures  were  carried  out 
again  on  May  14,  June  2  and  19,  each  time  showing  marked  im- 
provement in  the  urine  in  its  clearness  and  freedom  from  infec- 
tion; and  the  various  symptoms  for  the  first  time  had  been  ame- 
liorated to  a  satisfactory  extent.  Each  time  after  catheterism  the 
patient  went  from  my  office  to  his  work,  which  he  was  enabled 
to  resume  with  energy  and  ability.  He  was  discharged  from 
further  treatment,  and  has  needed  nothing  of  the  kind  for  two  and 
a  half  years. 

Case  XI.  Stricture  of  the  ureter;  attacks  of  ureter  colic; 
gradual  successive  dilatations;  relief. 

Mrs.  H.  H  r,  housewife,  age  28.    Referred  by  Dr.  H. 

C.  Dalton,  January  17,  1904.  This  patient  had  suffered  more  or 
less  from  uterine  and  ovarian  pain  in  connection  with  menstru- 
ation, but  had  never  experienced  any  urinary  affection  until  about 
five  weeks  before  I  was  called  by  Dr.  Dalton.  While  at  her 
household  duties,  she  suddenly  felt  severe  pain  in  the  right  lumbo- 
ureteral  region,  requiring  her  to  go  to  bed  immediately.  Her 
urine  became  dark  and  bloody-looking — blood  being  demon- 
strated by  microscope,  later,  by  Dr.  Fisch.  The  pain  was  not 
projected  into  the  vulvar  region,  but  persisted  in  the  locality  of 
the  right  lumbar  and  ureteral  regions.  Nausea  and  vomiting  en- 
sued, and  within  two  or  three  weeks  the  patient  was  much  de- 
bilitated and  had  lost  much  flesh. 

On  January  19,  with  a  support  improvised  from  the  family 
couch,  we  performed  double  ureter  catheterization,  without  any 
suffering  on  the  part  of  the  patient,  although  she  had  not  slept 
any  on  the  previous  night  because  of  her  anticipation  of  suffer- 
ing. The  left  catheter  went  without  hindrance  to  the  kidney- 
pelvis,  and  drained  excellent  urine.  The  right  catheter  entered 
the  ureter  but  could  be  made  to  go  for  an  inch  or  an  inch  and 
a  half,  only  with  difficulty;  and  at  that  point  it  was  definitely 
stopped  in  its  progress;  nor  could  it  be  made  to  go  any  further 
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by  successive  manipulations.  Urine  that  contained  both  blood  and 
pus  was  thereupon  drained  from  this  ureter. 

At  first,  I  thought  we  had  to  deal  with  a  ureter  calculus,  pos- 
sibly— from  the  intermittency  of  the  attacks  and  their  resem- 
blance in  other  respects  to  the  passage  and  lodgment  of  such  a 
body;  but  subsequent  study  convinced  me  that  this  was  an  error, 
and  that  the  obstruction  was  from  a  constriction  of  the  ureter, 
involving  a  half  or  three-quarters  of  an  inch  of  the  canal.  By 
passing  a  bulb-tipped  metal  probe,  I  could  feel  it  "jump"  through 
the  constricted  portion  of  the  canal.  Indeed,  until  the  calibre  of 
the  canal  was  enlarged  by  the  use  of  the  ureter-dilators  and  sounds, 
etc.,  it  permitted  the  passage,  to  the  point  mentioned,  of  only  the 
smallest  of  ureter  catheters  or  sounds;  and  even  these  did  not 
pass  further  than  the  point  of  most  definite  obstruction.  There 
were  successive  seances  of  dilatations  and  irrigations  on  January 
23,  26,  30;  February  1,  3,  22,  and  March  17.  At  the  seance  of 
February  22,  I  was  first  able  to  get  a  catheter  to  pass  beyond  the 
point  of  obstruction;  and  it  then  went  with  comparative  ease 
up  to  the  kidney  pelvis,  although  the  impingement  of  the  con- 
striction on  the  catheter  was  plainly  evident,  and  was  shown  more 
pronouncedly  when  a  larger  catheter  was  introduced. 

With  the  opening  up  of  the  ureteral  calibre,  in  this  way,  there 
was  coincident  improvement  in  the  patient's  feelings  and  general 
health.  She  was  able  to  return  home  shortly,  to  regain  much  of 
her  lost  strength  and  flesh,  and  has  by  this  time  attained  her 
usual  health.  No  more  of  the  ureter  pain  appears,  although 
she  carries  on  her  regular  household  duties. 

Case  XII.  Stricture  of  the  ureter;  hydronephrosis  of  large 
size;  lumbar  nephrotomy  and  drainage,  with  partial  closure;  de- 
monstration of  the  ureter  stricture,  and  partial  reestablishment 
of  ureter  calibre  dilatation;  lumbar  nephrectomy;  recovery. 

Mrs.  C.  W.  E  e,  housewife,  age  26;  under  the  care  of 

Dr.  Everett  A.  Wood,  of  Sedalia,  and  Paul  Y.  Tupper,  by  whom 
I  was  called  into  consultation  on  November  22,  1903. 

The  patient  first  observed  departure  from  her  usual  health 
in  February,  1903,  when  she  noticed  gradual  enlarging  of  the 
abdomen.  This  was  recognized  to  be  from  accumulation  of  fluid, 
by  Dr.  Wood,  who  tapped  and  drew  off  a  large  quantity  of  clear 
fluid.    This  was  repeated  sixteen  times,  the  endeavor  being  made, 
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meantime,  to  carry  the  patient  through  an  existing  pregnancy 
— which  was  successful.  Later,  in  August,  Dr.  Tupper  opened 
and  found  a  thin-walled  cyst,  containing  a  half-gallon  of  fluid. 
Adhesions  and  the  friability  of  the  cyst  wall,  together  with  the 
debilitated  condition  of  the  patient,  prevented  an  effort  at  com- 
plete removal  at  this  time. 

The  patient  was  drained  with  rubber  tubes  thereafter  for  three 
months.  It  was  found  that  every  time  the  tubes  were  removed 
and  the  outer  drainage  interfered  with,  colicky  pains  would  oc- 
cur in  the  right  ureteral  region,  necessitating  the  re-introduction 
of  the  tubes.  On  November  22,  I  was  called  in.  The  patient 
was  cystoscoped  at  the  office,  Drs.  Wood  and  Tupper  present. 
The  left  catheter  passed  readily  to  the  pelvis  and  drained  healthy 
urine.  The  right  catheter  engaged  in  the  ureter  opening,  but 
was  obstructed  at  a  point  one  inch  above  the  opening.  It  was  with- 
drawn several  times,  but  met  the  same  obstruction  each  time  it  was 
re-introduced.  Afterwards,  a  ureter-dilator  was  inserted  and  the 
ureter  up  to  the  obstructing  point  given  a  good  stretching,  fol- 
lowed by  irrigation. 

Eight  days  later  (December  1st)  the  cystoscope  was  again 
introduced,  and  this  time  the  catheter  was  insinuated  past  the  con- 
striction, which  was  quite  evident,  however,  to  the  smaller  cathe- 
ter, but  more  so  to  a  larger  one.  The  catheter  went  up  to  the 
region  of  the  kidney  and  drained  a  whitish-looking  fluid,  con- 
taining much  pus.  I  injected  irrigating  fluid  into  the  catheter 
and  it  immediately  appeared  above,  coming  out  of  the  rubber 
tubes  which  drained  the  right  kidney  through  the  lumbar  open- 
ing. The  same  thing  was  repeated  several  times,  the  direct  con- 
nection between  the  catheter  and  the  tubes  being  plainly  demon- 
strable. This  also  demonstrated  the  reestablishment  of  the  nor- 
mal avenue  of  drainage  through  the  ureteral  channel ;  which  was 
further  shown,  on  succeeding  days,  by  the  increase  in  the  urine 
discharged  through  the  bladder  and  the  decrease  in  that  discharged 
by  the  tubes  until  there  was  only  a  half-ounce  or  so  discharged 
in  this  way  in  twenty-four  hours,  as  against  six  or  eight  ounces 
before  the  ureter  dilatation. 

The  patient  became  impatient  at  the  slowness  of  this  mode  of 
increasing  the  carrying  capacity  of  her  ureter  and  preferred  the 
removal  of  the  degenerated  kidney,  which  was  done  by  Dr.  Tup- 


OPERATIVE    WORK    IN    THE    URETER  161 


per  a  few  months  later,  with  an  entirely  satisfactory  result.  The 
patient  has  recovered  her  general  and  local  health. 

While  it  is  apparent  that  the  removal  of  the  useless,  sup- 
purating sack,  formerly  her  right  kidney,  was  the  proper  pro- 
cedure in  the  later  stage  of  developments,  at  the  same  time  the 
thought  presents  itself  that  had  the  condition  of  strictured  ureter 
been  recognized  in  its  early  period  and  met  with  dilatation,  the 
possibility  of  conserving  the  kidney  to  future  usefulness  is  great. 
The  feasibility  of  such  measures,  with  respect  to  both  diagnosis 
and  treatment,  is  no  longer  to  be  doubted — whether  in  the  male 
or  the  female  subject. 

Illustrative  of  some  of  the  difficulties  met  with  in  regard  to 
patients  themselves,  aside  from  the  general  difficulties  connected 
with  this  work,  the  following  case  may  be  related: 

Case  XIII.  John  W  n,  male,  age  22,  American,  unmar- 
ried; no  occupation  for  several  years  on  account  of  ill  health.  Was 
referred  to  me  July  3d,  1903,  by  Drs.  Dorsett,  Roland  Hill,  and 
William  Porter. 

About  three  years  previously  (some  time  in  1900)  he  had  first 
noted  the  pain  from  which  he  had  suffered  ever  since.  It  be- 
gan gradually  and  was  felt  as  a  heavy  aching  in  the  right  ilio- 
lumbar region,  extending  from  the  right  renal  down  toward  the 
right  inguinal  region.  The  urine  had  shown  much  sediment  and 
had  changed  in  color  from  normal  to  a  dark  brown  or  red  color, 
frequency  of  urination  was  excessive,  both  day  and  night:  every 
hour  in  the  day  time,  and  six  to  seven  times  at  night.  He  was 
under  the  care  of  Dr.  Bryson  from  October  to  February,  1902-3; 
and  for  a  time  considerable  relief  appeared  to  have  been  given; 
but  it  was  of  short  endurance,  and  the  pain  had  never  disappeared 
at  any  time. 

The  patient  impressed  one  with  being  tuberculous,  both  be- 
cause of  the  history  given  and  his  meager  aspect;  and  he  said  that 
one  sister  had  died  of  tuberculosis;  one  brother  had  had  a  lump 
in  the  testicle  for  several  years.  Repeated  examinations  were 
made  for  tubercle  bacilli  in  the  urine,  but  none  were  found ;  and 
Dr.  Gradwohl  made  inoculations  of  the  urine  sediment  into 
guinea-pigs,  but  with  negative  result.  The  vesicles  and  prostate 
seemed  to  be  uninvolved.    In  order  to  localize  the  inflammatory 
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process,  I  sought  to  catheterize  the  ureters  on  July  10,  1903. 
The  urinary  tract  was  one  of  the  most  sensitive  that  I  have  ever 
seen;  nothing  could  be  introduced  into  the  urethra — not  even  a 
soft  rubber  catheter  or  a  mild  solution — without  preliminary  co- 
cainization ;  and  cocaine  but  lessened  the  severity  of  the  pain,  with- 
out preventing  it  altogether.  In  the  endeavor  to  catheterize, 
however,  it  was  found  next  to  impossible  to  even  introduce  the 
cystoscope  into  the  bladder,  on  account  of  the  extreme  suffering, 
notwithstanding  the  use  of  a  number  of  cocaine  tablets,  applied 
directly  against  the  vesical  neck.  The  parts  could  not  be  an- 
aesthetized to  any  degree  at  all;  and  bladder  contractions,  con- 
tortions and  resistance  met  each  effort  to  distend  the  bladder  with 
air  for  working  space ;  nevertheless,  by  quick  action  at  one  time 
a  ureter  catheter  was  inserted  into  the  left  ureter,  and  drained 
one  dram  of  fairly  good  urine,  containing  some  pus  and  blood 
corpuscles.  Efforts  at  catheterizing  the  right  ureter  were  post- 
poned until  July  10th,  when  more  effective  anaesthesia  was  aimed 
at  by  the  combined  use  of  a  morphine  suppository,  antipyrin  so- 
lution injected  into  the  bladder,  and  tablets  of  cocaine.  Not- 
withstanding these,  anaesthesia  was  not  attained  to  any  satisfac- 
tory degree  whatever;  and  it  was  apparent  that  general  anaesthe- 
sia would  be  necessary  to  secure  the  desired  relaxation  of  the  blad- 
der. This  was  tried  on  September  2,  Dr.  J.  L.  Boehm  admin- 
istering at  first  chloroform,  later,  ether;  but  with  no  more  satis- 
faction than  had  been  attained  from  the  use  of  local  anaesthetics. 
The  injection  of  either  water  or  air,  in  quantity  sufficient  to  se- 
cure working  space,  gave  rise  to  squirming  and  bladder  contrac- 
tions that  immediately  defeated  the  endeavor;  the  right  ureter 
opening  was  never  seen;  and  it  is  not  known  positively  that  there 
was  a  right  ureter — although  there  was  presumptive  evidence  of 
there  being  one,  together  with  a  right  kidney,  in  the  pain  and 
urinary  symptoms  referred  to  that  side. 

Exploratory  lumbotomy  on  the  right  side  was  next  proposed, 
though  not  accepted,  the  patient  fearing  the  effect  of  a  cutting 
operation,  and  desiring  to  get  well  by  medicinal  means. 

My  failure  to  catheterize  the  right  ureter  in  this  case  was  the 
first  definite  and  complete  failure  I  had  met  with  in  that  endeavor, 
after  bringing  my  instrument  to  its  present  state  of  efficiency; 
and  the  failure  in  this  instance  resulted  from  the  unfortunate  in- 
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susceptibility  to  anaesthetics,  such  as  is  met  with  in  certain  rare 
instances;  it  would  have  applied,  also,  to  other  forms  of  intra- 
vesical instrumentation  or  the  use  of  other  cystoscopes. 

The  patient  was  lost  sight  of  shortly  afterwards.  I  do  not  yet 
know  whether  he  had  a  right  ureter. 


NOTES 

THE  AMERICAN  UROLOGICAL  ASSOCIATION, 
L.  E.  Schmidt,  M.D.,  Secretary. 

The  executive  committee  of  the  American  Urological  Association  held 
a  meeting  at  Chicago,  December  6,  1904,  and  decided  to  urge  the  members 
to  prepare  scientific  papers  for  the  next  annual  meeting,  which  is  to  be  held 
in  Portland,  Oregon,  July  12  and  and  13,  1905. 

Dr.  Whiteside,  of  Portland,  Oregon,  and  Dr.  Peterkin,  of  Seattle, 
Washington,  have  been  asked  to  serve  as  the  local  committee  of  arrange- 
ments. Members  residing  in  the  West  are  especially  urged  to  give  every 
possible  assistance  to  this  committee. 

The  executive  committee  wishes  to  thank  both  Doctors  Whiteside  and 
Peterkin  for  the  interest  that  they  have  taken  and  for  the  work  which  they 
have  already  done  for  the  benefit  of  the  Association. 

The  Chicago  branch  of  the  American  Urological  Association  has  taken 
in  the  following  as  new  members:  A.  D.  Bevan,  L.  Blake  Baldwin,  B.  C. 
Corbus,  B.  F.  Swift,  M.  L.  Harris,  L.  H.  Friedrich,  Walter  A.  Jaquith, 
Daniel  Rogers,  J.  P.  Grimes,  Robert  B.  Preble. 

Members  of  the  American  Urological  Association  residing  in  Chicago 
or  vicinity  are  urged  to  join  the  Chicago  branch  of  the  American  Urological 
Association. 

Every  member  of  the  Association  who  has  paid  his  dues,  is  entitled  to 
receive  the  Urological  Journal  free.  Members  should  not  forget  that 
it  is  the  official  organ  of  the  Association. 

L.  E.  Schmidt, 
Secretary  of  the  American  Urological  Association. 

New  York  Branch  : — At  the  last  meeting  of  this  Branch  the 
following-named  physicians  were  elected  members: 
Edward  L.  Keyes,  Jr.,  M.D.,  10  East  34th  St. 
William  E.  Swan,  M.D.,  63  West  62d  St. 
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"Ein  Beitrag  zur  Statistik  der  Epididymitis  Gonorrhoica." —  Jordan.  (Archiv. 
fuer  Dermatologie  und  Syphilis,  Vol.  LXXII.,  No.  i.) 
In  a  series  of  812  cases  of  gonorrhoea,  seen  in  private,  Jordan  observed  this  com- 
plication in  91 — 11.7  per  cent.  In  49  cases  it  occurred  upon  the  left,  in  32  cases  upon 
the  right  side,  and  in  10  cases  bilaterally.  Jordan  comes  to  the  conclusion  that  the 
sort  of  occupation  has  less  to  do  with  causing  the  complication  than  forcible  move- 
ments, such  as  falls,  springing,  blows,  etc.  A  further  role  is  played  by  coitus,  and, 
above  all  else,  instrumentation,  deep  injections,  and  irrigations  by  Janet's  method. 
Most  of  his  cases  occurred  in  the  second  to  fifth  week  of  the  disease. 

"Ulcus  Vulva;  Rodens  Virchow." —    Schmiedlechner.     {Archiv.  f.   Gyn.,  Vol. 
LXXIV,  No.  1.) 

The  writer  reports  a  case  of  this  disease  in  a  nullipara  of  thirty-three.  She  had 
been  married  eleven  years.  Her  husband  had  had  gonorrhoea  and  syphilis  before 
his  marriage.  In  1901  she  was  operated  on  for  a  bubo  in  the  left  side.  Suppuration 
lasted  four  weeks,  after  which  she  was  discharged  cured.  In  March,  1903,  she 
noticed  a  discharge  from  the  genitals,  with  severe  itching  in  the  vulvar  region.  A 
physician  whom  she  consulted  at  that  time  found  a  local  sore,  which  was  treated 
without  result.  In  January,  1902,  after  suffering  from  what  was  said  to  be  appendi- 
citis, she  underwent  a  course  of  mercurial  inunctions,  using  seventy-eight  doses  of 
ointment  in  one  year.  Following  the  use  of  iodide  of  potash,  an  eruption  of  pus- 
tules appeared  upon  the  face,  which  later  healed.  The  condition  of  the  ulcer,  how- 
ever, had  remained  the  same.  When  seen  by  S.,  there  were  a  few  pustules  visible 
on  the  face  and  alae  nasi.  Retro-auricular  glands  enlarged,  but  not  sensitive.  In 
the  left  inguinal  region  a  funnel-shaped  scar,  2  cm.  long,  under  which  a  scar-strand 
as  thick  as  a  little  finger,  ran  toward  the  pubes.  Narrow  introitus.  Left  labia 
swollen.  On  inner  surface  of  left  labium  minor  an  almost  circular,  flapped  ulcer, 
with  sharp  contour,  the  edges  here  and  there  undermined,  its  diameter  about  4  cm. 
Floor  of  ulcer  infiltrated,  whitish,  glistening,  and  not  bleeding.  The  ulceration  also 
involved  the  left  side  of  the  urethra.  Vagina  narrow;  portio  hypertrophic;  uterus 
somewhat  enlarged,  anteflexed,  somewhat  dextroverted.  Left  ovary  the  size  of  a 
hen's  egg,  prolapsed,  sensitive.  The  left  tube  the  size  of  a  little  finger,  tortuous.  No 
gonococci  in  the  sparse  cervical  secretion.  Inoculation  of  plates  with  the  secretion 
of  the  ulcer  were  negative.  Examination  of  tissues  from  the  ulcer  showed  the 
epithelium  covering  the  healthy  parts  to  be  of  normal  thickness;  ending  with  a  some- 
what undermined  margin  at  the  edge  of  the  ulcer.  No  tendency  toward  healing 
discoverable.  The  papillae  were  somewhat  elevated,  star-shaped  cells  sharply  de- 
fined from  the  finely-fibrillated  connective  tissue,  underlying  them.  The  ulcerated 
area  showed  no  epithelia.  The  floor  of  the  ulcer  was  formed  of  connective  tissue,  rich 
in  vessels  and  cells.    The  blood  vessels  were  somewhat  dilated,  but  without  pro- 
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Iiferation  of  endothelium.  In  the  connective  tissue  there  was  a  pronounced,  diffuse, 
round-cell  infiltration,  however,  not  directly  about  the  vessels;  this  diminished 
toward  the  margins  of  the  ulcer.  In  the  deeper  layers,  the  round-cell  infiltration 
occurred  in  islets.  Among  the  cell-nuclei  there  were  few  of  epithelioid  character. 
Giant  cells,  plasma-cells,  and  tubercle  bacilli  were  not  to  be  found. 

"Beitraege  zur  Nierenchirurgie." — Delkeskamp.  (Beitraege  zur  klinischen  Chi- 
rurgie,  Vol.  XLIV.,  No.  1.) 
Delkeskamp  states  that  Garre  (Koenigsberg)  prefers,  in  general,  the  lumbar- 
route,  both  in  conservative  renal  operations  and  in  nephrectomy.  In  cases  of  large 
tumors,  which  have  extended  more  toward  the  anterior  wall  and  pelvis  than  toward 
the  rear,  he  operates  by  laparotomy,  particularly  when  it  appears  that  other  abdomi- 
nal organs,  especially  the  intestines,  had  been  affected,  or  when  diseased  movable 
kidney  is  present;  when  a  differential  diagnosis  between  diseased  kidney  and  diseased 
gall-bladder,  or  ovarian  tumor  has  to  be  made,  or,  finally,  when  a  fistulous  opening 
exists,  which  necessitates  abdominal  operation.    Of  40  nephrectomies, 

32  were  lumbar  5  deaths  =  15.6  per  cent. 

8   abdominal  o  deaths  =    o.    per  cent. 

The  cause  of  death  was:  Twice  disease  of  the  other  kidney,  once  sepsis 
(Pyaemia),  twice  collapse. 


Cause  for  operation.  Transperitoneal. 

Extraper. 

Total. 

Hydronephrosis  and  pyonephrosis.  .  .  6 

7 

13 

11 

13 

8 

8 

6 

6 

8 

32 

40 

One  hundred  and  five  cases  of  renal  affections  were  treated  in  nine  years.  Movable 
kidneys  in  thirteen  cases;  hydronephrosis  in  eleven;  pyonephrosis  in  seventeen;  tuber- 
culosis in  eleven;  solid,  malignant  tumors  in  twenty-two;  cystic  tumors  in  three;  soli- 
tary, renal  cysts  in  two;  paranephritic  abscess  in  seven;  nephrolithiasis  in  seventeen; 
rupture  of  the  kidney  in  two  cases. 

D.  states  that  the  cystoscone  gave  them  the  greatest,  and  at  times  the  only  diag- 
nostic help  in  determining  the  presence  and  functional  activity  of  the  kidneys,  and 
that  its  aid  was  relied  upon  in  every  case.  Ureteral  catheterization  and  the  urine- 
separator  (Luys)  were  employed  in  some  cases,  also.  He  mentions  that,  in  the  cases 
of  renal  tuberculosis,  the  occurrence  of  pain  in  the  kidney,  and  increased  frequency 
of  micturition  was  of  great  help  to  them  in  early  diagnosis,  especially  the  former, 
which  was,  in  almost  all  of  their  cases,  about  the  first  symptom,  either  in  the  form 
of  constant,  painful  sensations  in  the  lumbar  region  of  the  affected  side,  or  of  colicky 
attacks,  which  were,  at  times,  accompanied  by  chill  and  febrile  movement.  In  only 
four  cases  was  the  bladder  found  to  be  affected  also,  and  then  so  slightly  (only 
small  ulcerations  on  the  ureteral  papilla  of  the  affected  side)  that  it  seemed  hardly 
possible  to  regard  the  vesical  changes  as  the  causes  of  the  increased  frequency  of 
urination,  and  D.  rather  believes  the  latter  to  have  been  of  renal  origin.  Initial 
haematuria  was  the  first  symptom  in  one  case  of  renal  tuberculosis,  occurring  nine 
years  before  the  patient  entered  the  clinic.  Haematuria  was  present  in  six  of  the 
eleven  cases  seen. 

The  article  is  a  mine  of  valuable  information,  and  it  is  impossible  to  do  it 
justice  in  a  short  abstract. 
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Ueber  Ureteren  und  Blasenresectionen  bei  ausgedehnten  Uteruscarcinomen. 

— Depage  and  Meyer.    {Arch.  f.  Klin.  Chir.,  Vol.  LXXIV.,  No.  i.) 

Case  I. — Abdominal  total  hysterectomy  (for  adenocarcinoma  uteri),  with  extirpa- 
tion of  the  surrounding  infiltrated  tissues;  resection  of  3  to  4  cm.  of  both  ureters; 
uretero-cystoneostomy.  Recovery. 

Case  II. — Abdominal  total  hysterectomy.  Resection  of  3  to  4  cm.  of  both  ureters. 
Ureterocystoneostomy.  Recovery. 

Case  III. — Abdominal  total  hysterectomy.  Resection  of  5  cm.  of  the  right  ureter. 
Ureterocystoneostomy.  Recovery. 

Case  IV. — Abdominal  total  hysterectomy,  with  resection  of  slA  c-  m-  of  the  left 
ureter  and  a  part  of  the  rear  vesical  wall,  involved  in  the  tumor.  Ureterocystone- 
ostomy. Recovery. 

Case  V. — Abdominal  total  hysterectomy.  Laceration  of  the  rear  vesical  wall. 
Suture  of  bladder.  Recovery. 

They  also  report  four  cases,  which  were  operated  by  Rouffart: 

Case  VI. — Vaginal  hysterectomy.  Cutting  of  the  right  ureter ;  implantation  of 
the  same  into  the  vagina.  Later  transplantation  of  the  ureter  into  the  bladder. 
Recovery. 

Case  VII. — Abdominal  hysterectomy,  with  wounding  of  right  ureter.  Implanta- 
tion of  the  same  into  the  bladder.  Recovery. 

Case  VIII. — Vaginal  hysterectomy,  with  laceration  of  the  ureter.  Later  lapa- 
rotomy, with  implantation  of  the  ureter  into  the  bladder.  Recovery. 

Case  IX. — Vaginal  hysterectomy,  with  laceration  of  the  ureter.  Later  laparotomy, 
with  implantation  of  the  left  ureter  into  the  bladder.  Death  in  coma,  nineteen  days 
later,  from  suppurative  nephritis.  Autopsy  revealed  a  right  kidney  the  size  of 
an  almond. 

Case  X. — In  this  case,  a  diagnosis  of  carcinoma  of  the  anterior  urethra  and 
vagina  was  made.  The  operation  consisted  of  an  extripation  of  the  growth,  resection 
of  the  urethra  to  the  vesical  sphincter,  including  the  anterior  half  of  the  antero- 
lateral vaginal  wall.  The  patient  left  the  hospital  with  a  slight  cystitis,  but  a  com- 
plete incontinence  of  urine,  the  latter  disappearing  gradually.  Twenty-one  months 
later,  return  of  the  growth.  Implantation  of  the  ureter  into  the  colon.  Recovery 
from  the  operation  good.   Two  months  later,  the  condition  was  still  good. 

There  is  a  complete  list  of  the  literature  relating  to  the  subject  annexed  to  the 
article. 

Ueber  Fruehoperation  der  Nierentuberkulose. — Kummel.  {Arch.  f.  Klin.  Chir., 
Vol.  LXXIV.,  No.  1.) 
As  a  result  of  forty-eight  cases  operated  on  for  renal  tuberculosis,  K.  expresses  the 
belief  that,  in  most  cases,  the  renal  focus  resulted  from  an  infection  carried  by  the 
circulation,  from  a  tuberculosis  in  some  other  part  of  the  body.  Thirty-three  of  his 
cases  were  females,  fifteen  were  males.  He  refers  to  Baumgarten's  animal  experi- 
ments, which  showed  that  the  spread  of  tuberculosis  infection  follows  the  course  of 
the  glandular  secretions;  thus,  in  primary  renal  tuberculosis,  descending  along  the 
course  of  ureter  to  the  bladder;  and  in  primary  tuberculosis  of  the  testis,  along  the 
course  of  the  vas  deferens  to  the  seminal  vesicles  and  prostate,  and  that  the  opposite 
course— against  the  current— is  impossible.  He  comes  to  the  conclusion  that,  in  tuber- 
culosis of  the  urinary  tract,  the  primary  seat  of  the  tuberculosis  is  in  the  kidney,  and 
that  the  infection  of  the  ureters  and  bladder  results  from  an  extension  of  the  process 
from  the  kidney.    He  thinks  that  infection  of  the  second  kidney  through  an  ascend- 
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ing  infection  from  the  bladder  is  unlikely.  He  states  that  vesical  tuberculosis  is  best 
cured  by  the  removal  of  the  affected  kidney,  provided  that  the  other  kidney  is  func- 
tionating properly;  and  that  vesical  tuberculosis,  being  a  secondary  disease,  should 
never  be  treated  by  vesical  operation,  but  that  the  cause  of  the  disease,  the  infected 
kidney,  should  be  removed  as  early  as  possible.  He  speaks  of  the  necessity  for  the 
earliest  possible  diagnosis  of  the  trouble,  and  says  that  every  cystitis  (particularly  in 
women),  which  is  not  due  to  the  gonococcus,  or  to  an  infection  from  without  (as, 
for  instance,  through  the  passage  of  instruments),  must  be  suspicious  of  tuberculosis, 
and  repeated,  exact  examinations  for  tubercle  bacilli,  with  the  application  of  modern 
methods  of  examination,  are  imperatively  necessary. 

The  earlier  the  diagnosis  is  made  and  the  earlier  the  diseased  kidney  is  removed, 
the  greater  the  prospect  of  permanent  recovery. 

He  also  speaks  of  the  great  importance  of  cystoscopy  and  ureter  catheterization  in 
the  diagnosis  of  this  disease,  saying:  "There  is  no  variety  of  kidney  disease  in  which 
ureter  catheterization  is  so  absolutely  necessary  for  a  positive  diagnosis,  as  in  tuber- 
culosis." 

In  all,  forty-eight  cases  were  operated  upon,  thirty-three  females,  fifteen  males; 
their  ages  ranging  from  about  four  to  fifty  years.  Once  the  kidneys  were  laid  bare 
and  inspected,  in  a  case  of  bilateral  tuberculosis.  In  four  nephrotomy  was  done,  in 
cases  with  bilateral  disease.  These  died  in  two  to  four  months,  but  were  improved, 
in  that  the  pain  and  fever  abated.  Of  forty-three  nephrectomies,  five  patients  died. 
In  one  of  these  cases,  operated  upon  before  the  introduction  of  ureter  catheterization 
and  the  freezing  point  test,  only  one  kidney  was  present.  A  second  died  of  pulmon- 
ary tuberculosis;  a  third  of  cardiac  collapse;  a  fourth  of  sepsis;  a  fifth  of  peritonitis, 
resulting  from  the  accidental  opening  of  the  peritoneum  at  the  operation,  with 
infection. 

Thirty-eight  recovered  from  the  operation.  Of  these  three  died  in  three  to  six 
months  after  the  operation,  one  presumably  of  uraemia,  due  to  disease  of  the  other 
side;  another  of  a  progressive  phthisis;  a  third  of  hepatic  cirrhosis.  In  the  last 
two  cases,  the  autopsy  showed  the  remaining  kidney  healthy,  as  had  been  previously 
determined  by  ureter  catheterization  and  the  freezing  test.  Concerning  the  later  fate 
of  the  cases,  in  one  information  was  unobtainable;  one  was  well,  four  years  after 
operation,  later  history  unobtainable.  One  died,  four  and  one-half  years  after  the 
iperation,  of  tuberculosis  of  the  other  kidney. 

Thirty-two  cases  are  living;  one  case,  fifteen  and  one-half  years  after  operation; 
hree  after  nine  years;  three  after  seven;  two  after  six;  one  after  five;  two  after 
rour;  seven  after  three;  five  after  two;  seven  were  operated  on  during  the  year  of 
the  report,  and  one  was  still  under  treatment. 

"Ueber  Doppelseitige  Niereinsteine."-  Treplin.     {Arch.  f.  Klin.   Chir.,  Vol. 
LXXIV.,  No.  4.) 

T.  reports  five  cases  of  renal  lithiasis,  with  suddenly  occurring  total  anuria.  Two 
cases  recovered,  both  were  operated  on  only  on  one  side — that  on  which  the  colics 
had  recurred  last.  Anuria  had  been  present  in  these,  in  one  three,  in  the  other  four 
days.  Both  were  in  a  uraemic  condition.  In  each  case  a  stone  was  removed  from 
the  upper  part  of  the  ureter.  The  kidneys  were  markedly  hydronephrotic.  Three 
died,  although  anuria  had  also  lasted  only  three  to  four  days.  In  all  three,  however, 
the  operated  kidney  was  much  diseased  prior  to  operation.  The  autopsy  showed 
that,  in  each  of  these  three  cases,  the  other  ureter  was  also  occluded  by  calculi.  T. 
does  not  believe  in  the  existence  of  a  purely  reflex  anuria. 
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"Ueber  Ungewoehnlich  Lange  Inkubationsdauer  der  Gonorrhoe." —  Joseph. 

(Dermatologisc/ie  Zeitschrift,  Sept.,  1904.) 
Joseph  refers  to  Pornet's  case  of  twenty  days,  Notthaft's  of  twelve  days,  Schomp's 
of  fourteen  days,  Solger's  of  twenty-nine  days,  Dreyer's  of  twenty-one  days'  incuba- 
tion, and  relates  a  case  occurring  in  his  own  practice,  in  which  the  discharge  ap- 
peared on  the  fifteenth  day  after  intercourse. 

"Beitrag  zur  Beurtheilung  der  Lithotripsie." — Joos.     {Deutsche  Praxis,  July, 
1904.) 

Joos  speaks  for  the  operation  of  lithotripsy  (litholapaxy) ,  and  particularly  em- 
phasizes the  value  of  the  employment  of  the  cystoscope  before  the  operation  to  gain 
certainty  concerning  the  presence,  location  and  size  of  the  calculus,  as  well  as  a 
knowledge  of  the  condition  of  the  bladder  wall,  during  the  operation,  in  order  to  be 
certain  that  all  fragments  have  been  removed,  and  after  its  completion,  to  ascertain 
whether  the  bladder  wall  has  been  injured,  or  not.  He  also  recommends  the  em- 
ployment of  the  catheter  a  demeure  after  the  operation,  and  emphasizes  the  need  for 
deep  general  narcosis,  during  the  opration. 

(It  has  been  a  rule,  with  me,  during  the  last  two  years,  to  employ  the  cystoscope 
before,  during,  and  after  litholapaxy,  at  each  operation ;  but  see  the  need  for  the 
catheter  a  demeure  only  in  those  cases  in  which  an  accompanying  cystitis  exists.) 


BOOK  REVIEWS 

Kunsthuch.  By  Dr.  Otto  Mankievvicz..  Derinnen  ist  der  ganze  volkommene 
rechte  gewisse  bericht  und  erweisung  und  Lehr  des  Hartenn  Reisenden  Schmertz 
Haftigen  Peinlichen  Blasenn  Steines.  Verfasset  und  beschriebenn  Durch 
Georgium  Bartisch  vonn  Koenigsbriick  Im  Altenn  Dreszden,  1575.  {Verlag 
von  Oscar  Coblenz,  Berlin,  W.  30.) 

Little  attention  has  been  paid  to  the  German  medical  manuscripts  of  the  middle 
ages,  as  there  are  very  few  monographs  in  the  German  language  of  this  period.  The 
work  of  George  Bartisch,  the  oculist  and  surgeon,  is  so  original  and  so  well  il- 
lustrated, that  a  debt  of  gratitude  is  due  to  Mankiewicz  for  rescuing  it  from  the 
quiet  shelf  where  the  work  has  rested  so  long. 

The  writer  describes  the  different  varieties  of  calculi.  His  instruments  were 
made  in  three  different  sizes.  Before  use  the  instruments  were  cleansed,  warmed 
and  lubricated.  By  palpation  he  considered  the  size  of  the  stones  could  be  better 
determined  than  by  the  use  of  instruments.  He  employed  an  instrument  similar  to 
an  endoscope,  metal  explorers  and  stone  crushers.  The  illustrations  showing  the 
method  of  performing  perineal  sections  are  interesting. 

A  Laboratory  Hand-Book  of  Urine  Analysis  and  Physiological  Chemistry. 

By  Chari.es  G.  L.  Wolf,  B.  A.,  M.  D.,  Instructor  in  Physiological  Chemistry, 
Cornell  University  Medical  College,  New  York.  (Philadelphia  and  London,  W. 
B.  Saunders  and  Company,  1901.) 

This  book  is  intended  to  supply  to  students  and  practitioners  of  medicine  a 
guide  to  a  course  in  physiological  chemistry  and  the  examination  of  urine  and  the 
contents  of  the  stomach.  The  subjects  are  considered  in  a  clear  and  concise  manner, 
and  the  illustrations  are  good,  being  mostly  taken  from  Ogden's  classical  work. 
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EDITORIAL 

THE   STUDY   OF   COMPARATIVE   ANATOMY  EX- 
PLAINS THE  FREQUENCY  OF  VARICOCELE 
IN  THE  HUMAN  RACE. 

The  veins  of  the  pampiniform  plexus  ultimately  drain  into  the 
vena  cava  on  the  right  side,  and  on  the  left  into  the  left  renal 
vein.  A  left  varicocele  is  noted  in  the  overwhelming  number  of 
cases,  because  on  the  left  side  we  have  the  longest  perpendicular 
and  most  direct  column  of  blood  to  exert  its  hydrostatic  pres- 
sure in  the  pampiniform  plexus. 

The  veins  of  the  arms  and  legs  have  valves  to  prevent  the 
columns  of  venous  blood  from  exerting  too  much  pressure  in  the 
hands  and  feet.  Why  should  nature  not  have  provided  valves  in 
the  large  veins  of  the  abdominal  cavity? 

The  history  of  development  explains  present  conditions  by 
showing  them  related  to  pre-existent  simpler  ones.  Embryology 
ami  ontogeny  treat  of  the  development  of  the  individual.  The 
changes  are  gradual,  but  noticeable  by  close  observation.  Phy- 
togeny treats  of  the  development  of  the  race.  The  phenomena 
are  not  directly  observable  on  account  of  time  required.  There- 
fore this  science  is  dependent  upon  (1)  embryology,  (2)  com- 
parative anatomy. 

Birds,  reptiles  and  man  do  not  pass  through  a  water  breath- 
ing stage,  but  they  all  show  rudimentary  gill  slits  in  their  em- 
bryonic stages.  This  suggests  a  bit  of  phylogeny.  They  must  have 
had  ancestors  that  breathed  water. 

Thus,  at  an  early  period  of  development,  man  passed  through 
the  stage  when  he  breathed  water.  By  the  process  of  the  survival 
of  the  fittest,  for  countless  generations,  man  gradually  began  to 
assume  the  upright  position.    While  the  assumption  of  this  posi- 
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tion  has  given  us  the  superiority  over  the  rest  of  the  animal  king- 
dom, in  many  respects,  it  has  given  us  one  of  the  weakest  bodies 
among  the  mammals,  as  the  process  of  natural  selection  has  not 
been  able  to  cope  with  the  problems  of  nature,  to  an  entirely  satis- 
factory extent,  as  the  large  veins  of  the  trunk  have  no  valves. 
This  condition  predisposes  the  urinary  organs  to  a  condition  of 
chronic  passive  congestion,  and  is  the  reason  why  the  human  race 
is  so  prone  to  be  afflicted  with  varicocele,  while  the  other  mam- 
mals enjoy  almost  entire  freedom  from  this  disease. 

CLEANSING  OF  THE  BLADDER  BEFORE  A  CYSTO- 
SCOPY EXAMINATION. 

As  the  result  of  observation,  we  are  thoroughly  convinced 
that  a  septic  bladder  cannot  be  cleansed  by  a  fountain  syringe. 
As  Reginald  Harrison  has  suggested,  this  procedure  might  answer 
the  purpose  if  the  patient  could  get  up  afterwards  and  shake  him- 
self. 

The  method,  as  taught  by  Guyon,  Ultzmann  and  a  host  of 
others,  of  washing  out  the  bladder  with  a  piston  syringe,  holding 
three  to  five  ounces,  should  be  used.  The  introduction  of  the  fluid 
in  this  manner  forms  rapid  currents  in  the  bladder. 

STERILIZATION  OF  THE  CYSTOSCOPE. 

The  cystoscope  cannot  be  rendered  aseptic  by  heating  to  ioo° 
and  over,  because  the  prism  is  held  by  cement  in  the  metal  tube. 
This  connection  between  the  metal  and  the  glass  tolerates  heat 
very  poorly.  The  water  presses  into  this  space.  The  heating  also 
affects  the  sensitiveness  of  the  reflecting  surface  of  the  prism  by 
causing  an  oxidation  of  the  silver,  thus  interfering  with  the  clear- 
ness of  the  reflected  picture.  Replacing  the  cement  by  a  harder 
cement  does  not  entirely  remove  the  difficulty,  as  in  the  inside  of 
the  cystoscope  there  is  a  considerable  air  space  that  cannot  be  gotten 
rid  of.  By  heating,  the  moisture  within  oxidizes  the  silver,  so  that 
the  lens  and  glasses  become  clouded.  The  cystoscope  cannot,  there- 
fore, be  boiled,  and  we  have  given  up  immersing  this  instrument 
for  twenty-four  hours  in  a  five  per  cent,  solution  of  carbolic  acid, 
as  recommended  by  Albarran,  Wossidlo,  and  Thumin. 
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The  most  satisfactory  method  of  sterilizing  the  cystoscope  is 
that  suggested  by  Casper.  The  cystoscope  is  wrapped  in  a  piece 
of  linen  cloth  and  immersed  in  spiritus  saponatus,  remaining  in 
the  same  until  used.  The  use  of  a  formalin  lamp,  as  recommended 
by  Nitze,  Lewin  and  Brown,  gives  excellent  results. 

THE  MICROSCOPE  SHOULD  BE  USED  IN  EVERY 
GENITO-URINARY  CLINIC. 

A  large  number  of  patients  who  enter  the  la'rge  urological 
clinics  in  this  country,  do  so,  because  they  have  a  purulent  dis- 
charge from  the  urethra,  which  is  invariably  diagnosed  as  gonor- 
rhea. However,  a  large  number  of  cases  of  acute  urethritis  have 
been  reported  where  gonococci  were  absent,  and  where  other  bac- 
teria were  found  in  such  numbers,  that  they  must  be  considered  the 
cause  of  the  urethritis. 

Some  of  the  cases  of  non-gonorrheal  urethritis  have  been  re- 
ported by:  Bockhart  and  Wolf  (1883),  Aubert  (1884),  De 
Amicis  (1884),  Icard  (1884),  Bockhart  (1886),  Castex 
(1887),  Zeissl  (1887),  Bumm  (1887),  Legrain  (1888-89-90), 
Hugonnenq,  Eraud  and  d'Arlhac  (1891-1893),  Hogge  (1893), 
Bodlander  (1903),  and  Walsch  (1904). 

If  the  microscope  were  more  generally  used  at  the  large  genito- 
urinary clinics  in  this  country  more  of  these  cases  of  urethritis 
acuta  non-gonorrhoica  would  be  reported  in  the  future  by  Ameri- 
can observers. 


OF  WHAT  CLINICAL  VALUE  IS  THE  GONOCOCCUS? 


By  F.  R.  Sturgis,  M.  D.,  New  York. 

Ex-Clinical  Professor  of  Venereal  Diseases  in  the  Medical  De- 
partment of  the  University  of  the  City  of  New  York, 
formerly  Visiting  Surgeon  to  the  City  (Charity) 
Hospital,  Blackwell's  Island. 

SINCE  Neisser  in  1879  introduced  to  an  admiring  medical 
public  the  gonococcus  which  bears  his  name,  it  has  been  gen- 
erally held  that  in  order  to  establish  a  diagnosis  of  gonorrhea 
it  was  necessary  that  this  microbe  should  be  present,  and  that  its 
absence  unquestionably  stamped  an  existing  genital  discharge, 
whether  in  the  male  or  female,  as  non-gonorrheal,  or,  so  to  speak, 
benign.  With  this  division  there  is  a  tendency  again  to  talk  of 
a  gonorrhea  virulenta  and  a  gonorrhea  benigna,  the  one  being  poi- 
sonous, the  other  non-poisonous. 

The  following  history  which  I  propose  to  detail  has  been  of 
exceeding  interest  to  me  in  more  ways  than  one,  and  it  is  with  the 
hope  that  it  may  prove  equally  interesting  to  my  readers  that  I 
am  tempted  to  publish  it  in  full,  with  such  comments  as  have  oc- 
curred to  me. 

Quilibet,  a  young  gentleman  in  his  thirties,  has  been  under  my 
professional  care  for  three  years  for  spermatorrhea.  His  pre- 
vious venereal  histories  had  comprised  only  gonorrhea,  the  last 
attack  of  which  he  suffered  from  in  1890,  but  since  that  time  he 
has  had  no  venereal  affection  whatever,  nor  has  there  been  any 
relapse  of  his  old  urethral  discharge.  He  has  never  had  syphilis. 
I  have  had  repeated  opportunities  during  the  past  three  years  of 
examining  him  and  his  genital  secretions,  and  all  that  he  has  ever 
suffered  from  are  seminal  losses  occurring  during  stool,  or  when 
he  has  had  a  diarrhea,  but  never  at  any  time  was  there  aught  which 
could  in  the  slightest  degree  be  mistaken  for  gonorrhea.  He  has 
been  under  my  personal  observation  for  three  years,  and  preced- 
ing that  time  had  been  also  under  the  care  of  other  physicians,  who 
would  have  known  and  appreciated  the  presence  of  an  urethral 
discharge,  and  I  know  myself  personally  that  for  three  years  he 
has  had  nothing  which  could  be  mistaken  for  a  gonorrheal  affec- 
tion.   Not  only  that,  but  in  some  of  the  bacteriological  examina- 
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tions  which  were  made,  it  was  expressly  stated  that  a  careful  search 
failed  to  show  gonococci. 

As  he  was  recovering  from  his  spermatorrhea  he  was  told  that, 
as  a  curative  measure,  it  would  be  well  if  he  could  make  an  alli- 
ance pro  tern,  with  some  safe  wench  who  would  assist  in  strength- 
ening his  genital  powers  and  allow  him  to  recover  his  long  lost 
sexual  vigor.  He  finally  discovered  such  an  one,  who  appeared 
to  be  all  that  his  desire  could  wish.  For  a  little  over  two  years 
past,  therefore,  he  has  been  in  the  habit  of  sleeping  with  Formosa, 
not  only  with  extreme  pleasure  and  sexual  advantage,  but  also  ap- 
parently with  perfect  safety.  This  fool's  paradise  lasted  until  the 
early  summer  of  the  current  year,  when  he  went  abroad,  and  For- 
mosa went  home  to  her  people.  The  lovers  were  separated  for  a 
period  of  four  months,  and  during  those  four  months  Quilibet 
swears  that  he  has  known  no  woman,  and  Formosa  on  her  side 
declares  by  all  that  she  holds  most  sacred  that  she  has  been  true 
to  Quilibet,  and  to  no  other  had  she  yielded  either  her  person  or 
her  honor.  Quilibet' s  condition  during  his  absence  had  been  pretty 
good,  so  that  when  he  returned  to  this  country  he  was  in  fine  con- 
dition so  far  as  his  genitals  were  concerned.  His  leaking  had 
stopped,  his  erections  were  strong;  indeed,  he  felt  like  a  new  man, 
and  was  looking  forward  to  the  time  when  he  could  "throw  physic 
to  the  dogs,"  when  he  suddenly  turned  up  in  my  office  with  an 
urethral  discharge.    I  immediately  asked  him  when  and  where? 

Now  it  appears  from  the  history  of  the  case  that  he  admits 
having  had  connection  with  another  woman  whom  he  had  known 
in  days  gone  by  and  whom  he  regarded  as  quite  safe.  I  wish  to 
lay  stress  upon  this  point  because  as  we  proceed  we  shall  see  the 
bearing  which  it  has  upon  the  present  condition  of  affairs.  This 
safety  proved  to  be  illusory,  for  in  five  days  after  his  connection 
he  noticed  a  little  tickling  in  the  canal,  to  be  followed  in  twenty- 
four  hours  by  a  discharge,  which  became  purulent.  Now  this 
woman  who  was  supposed  to  have  been  the  source  of  the  trouble 
was  believed  by  me,  from  statements  made  by  the  patient,  not  to 
have  been  Formosa,  but  upon  subsequent  cross-examination  of  the 
patient  he  finally  confessed  that  this  woman  was  no  other  than 
Formosa,  and  that  he  had  deceived  me  in  the  first  statement  he 
made,  but  he  declares  most  positively  that  he  is  now  telling  me 
the  truth,  the  whole  truth,  and  nothing  but  the  truth,  and  that 
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Formosa  is  the  only  woman  whom  he  has  known  carnally  for  the 
last  two  years  or  more. 

The  discharge  which  came  from  Quilibet  was  subjected  to  a 
bacteriological  examination  on  the  same  day  that  he  was  seen,  and 
the  report  of  the  examiner  (Eruditits)  was  that  gonococci  were 
found  in  large  numbers.  This  would  appear  to  dispose  of  any 
question  as  to  the  character  of  the  discharge,  so  he  was  immedi- 
ately treated  with  injections  of  protargol,  and  four  days  after- 
wards when  he  presented  himself  no  free  discharge  could  be 
pressed  out,  only  a  very  small  amount  of  thin  colorless  fluid,  which 
was  sent  for  examination.  At  the  time  this  discharge  was  pressed 
from  his  urethra  he  had  not  passed  water  for  an  hour  and  a  half 
and  had  taken  no  injection.  This  discharge  was  submitted  to 
another  bacteriologist  (Peritus),  and  the  report  then  made  was 
there  were  a  few  leucocytes,  but  no  gonococci.  As  Quilibet  had 
declared  to  me  that  Formosa  was  the  only  woman  he  had  carnally 
known  for  two  years,  I  suggested  that  under  the  circumstances  it 
would  possibly  be  the  decent  thing  for  him  to  tell  Formosa  of  his 
predicament,  and  suggest  that  she  should  be  examined  to  see  if  she 
had  also  gotten  into  trouble.  He  acted  on  this  suggestion  and  in 
a  kindly  spirit  hinted  that  she  had  given  him  a  most  disagreeable 
shock,  which  naturally  Formosa  did  not  regard  as  being  a  friendly 
act  and  immediately  took  fire,  declaring  that  she  could  not  have 
been  the  cause  of  his  trouble,  first  because  she  had  had  no  coitus 
for  several  months,  having  been  true  to  Quilibet,  and  secondly  as 
there  was  absolutely  nothing  the  matter  with  her  in  the  shape  of 
any  kind  of  a  discharge  from  her  genitals  she  could  have  given 
nothing,  and  she  very  strongly  hinted  that  if  she  (Formosa)  had 
gotten  or  should  get  into  trouble,  he  (Quilibet)  would  have  been 
the  cause — a  pretty  condition  of  affairs. 

I  then  suggested  to  Quilibet  that  he  send  Formosa  to  be  exam- 
ined by  some  competent  surgeon,  to  which  he  agreed,  and  I  gave 
him  the  name  of  a  man  who  is  a  skilful  genito-urinary  surgeon. 
He  examined  her  and  found  her  genital  organs  in  very  good  con- 
dition, free  from  discharge,  and  he  considered  her  perfectly 
healthy.  He,  however,  had  some  scrapings  taken  from  various 
parts  of  her  genitals,  which  were  examined  by  Eruditits,  with  the 
result  that  nothing  could  be  found  which  would  implicate  Formosa 
in  the  slightest  degree,  no  gonococci  being  detected. 
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In  the  meantime,  Quilibet's  discharge  gradually  diminished, 
and  for  a  short  time  was  entirely  absent.  Seven  days  later,  Ouili- 
bet  steadily  improving  indulged  in  a  little  wine  and  whiskey  on 
several  occasions,  which  he  thought  had  no  effect  upon  his  urethra, 
and  correctly  so,  for  on  a  visit  which  he  made  me  seven  days  after 
the  preceding  one,  and  two  hours  after  his  last  urination,  a  care- 
ful stripping  of  his  urethra  produced  no  discharge,  not  even  moist- 
ure. The  urine  passed  was  found  to  be  clear;  there  were  a  few 
granular  bodies  floating  in  it,  but  no  shreds.  He  was,  therefore, 
instructed  to  discontinue  all  his  injections,  which  indeed  he  had  not 
used  for  two  days  previously.  He  was  to  take  no  internal  medica- 
tion; he  might  take  wine,  beer,  or  spirits  in  moderation,  but  he  was 
not  to  indulge  in  coitus.  He  was  also  instructed  to  keep  an  eye 
upon  his  penis,  and  to  send  any  discharge  which  might  occur  for 
examination.  With  all  this  urethral  trouble,  be  it  noted,  there 
was  no  return  of  his  spermatorrhea. 

Two  days  after  this  visit  he  sent  me  a  smear,  and  the  report 
made  by  Eruditus  was  that  gonococci  were  absent,  but  small  diplo- 
cocci  were  present,  which  were  intra-cellular  and  larger  than  the 
gonococcus;  in  addition,  there  were  staphylococci  and  various 
other  bacilli.  The  report  that  Ou'rfibet  gave  me  four  days  later 
when  he  called  upon  me  was,  that  two  days  after  his  last  visit,  and 
on  the  day  when  he  sent  his  last  smear  for  examination,  he  had 
had  a  decided  morning  drop,  but  none  during  the  day.  On  the 
morning  of  the  succeeding  day  he  had  a  discharge,  which  was  very 
slight,  but  on  the  morning  of  the  day  of  his  visit  he  could  find 
nothing.  The  examination  of  the  urine  which  was  made  at  this 
time  showed  it  to  be  clear,  containing  a  very  few  granules,  but  no 
shreds.  Previous  to  urination  the  urethra  had  been  stripped  and 
no  discharge  of  any  kind  could  be  pressed  out.  The  urethra  was 
examined  with  a  No.  30  French  endoscope,  which  was  passed 
down  as  far  as  six  and  a  half  inches  from  the  meatus.  The  note 
then  made  was  that  the  urethra  was  looking  in  good  condition  and 
that  there  was  nothing  worthy  of  note.  He  was  therefore  in- 
structed to  take  no  stimulants  of  any  kind  nor  to  indulge  in  coitus 
for  the  next  forty-eight  hours.  If  at  that  time  everything  were 
well,  that  is  to  say,  if  no  discharge  were  visible,  he  might  pay  his 
respects  to  Formosa,  who  had  been  anxiously  waiting  for  him  to 
return  to  his  allegiance,  but  he  was  told  to  remember  the  proverb, 
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"Est  modus  in  rebus."  If  any  discharge  should  make  its  appear- 
ance in  him  he  was  to  send  it  at  once  for  examination,  and  in  addi- 
tion he  was  warned  that  the  appearance  of  anything  suspicious  was 
to  be  the  signal  for  him  to  abstain  from  all  relations  with  For- 
mosa and  to  come  to  see  me  at  once.  Meantime  he  was  not  to 
fuss  over  his  genitals,  but  to  let  well  enough  alone,  and  to  thank 
God  he  had  so  speedily  gotten  rid  of  his  unpleasant  acquaintance. 

Man  proposes,  and  the  Fates  dispose.  Ten  days  after  his  last 
visit  Quilibet  sent  a  slide  with  a  specimen  of  discharge  which  had 
occurred  that  day  and  which  he  had  pressed  out  in  the  morning, 
having  had  no  discomfort  either  while  urinating  or  at  any  other 
time.  He  said  that  during  the  past  week  he  had  resumed  his  re- 
lations with  Formosa.  In  the  meantime  he  had  attended  various 
little  entertainments  of  one  kind  and  another,  at  which  he  had 
drank  a  little  more  than  usual,  but  not  very  much.  He  further- 
more wished  me  to  have  the  specimen  examined  to  see  if  there  was 
aught  which  would  interfere  with  his  keeping  an  engagement  with 
Formosa  on  the  succeeding  evening.  I  had  the  smear  examined 
at  once,  and  the  report  sent  back  by  Eruditus  was  that  numerous 
gonococci  were  found.  In  view  of  this  communication  I  at  once 
wrote  to  Quilibet  and  instructed  him  to  break  off  his  engagement 
with  Formosa  and  to  make  one  with  me  instead  for  the  following 
morning.  At  this  visit  he  informed  me  that  for  two  days  after 
his  preceding  visit  he  had  abstained  from  coitus  and  the  urethra 
seemed  to  be  perfectly  normal.  He  then  paid  a  visit  to  Formosa, 
and  for  three  days  after  that  visit  no  discharge  was  seen,  but  on  the 
fourth  day,  after  having  had  frequent  and  violent  erections  dur- 
ing the  night,  he  examined  himself,  more  from  curiosity  than  from 
any  feeling  of  urethral  uneasiness,  and  he  found  a  slight  discharge. 
The  next  morning  he  again  inspected  his  urethra  and  found  noth- 
ing. Encouraged  by  this  good  omen,  he  visited  Formosa,  com- 
porting himself  with  satisfaction  to  both,  and  this  interview  ap- 
peared to  have  been  eminently  successful.  The  next  day  nothing 
was  found,  but  on  that  night  and  the  morning  of  the  succeeding 
day,  after  frequent  and  severe  nocturnal  erections,  he  noticed  that 
there  was  a  slight  discharge,  which,  he  says,  afterwards  increased 
in  amount  and  began  to  stain  his  linen.  He  collected  this  drop  and 
sent  it  to  me  for  examination,  with  the  result  just  mentioned,  that 
numerous  gonococci  were  found.    On  this  visit  I  stripped  the 
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urethra  and  was  only  able  to  obtain  the  slightest  amount  of  mois- 
ture, the  patient  not  having  urinated  for  three  hours  previously; 
he  then  urinated  in  my  office;  the  first  third  of  the  urine  was  cloudy 
and  contained  a  quantity  of  granular  matter,  but  no  shreds;  the 
rest  was  clear.  I  collected  this  urethral  moisture  and  sent  it  to  be 
examined  ,and  Eruditus'  report  was  that  gonococci,  leucocytes  and 
spermatozoa  were  present — the  first  time  that  any  seminal  leaking 
had  occurred  for  a  long  time. 

Now  came  the  question :  How  about  Formosa;  what  was  her 
condition?  Quilibet  told  me  that  Formosa  had  assured  him  that 
she  had  no  discharge  whatever,  and,  so  far  as  she  knows,  was  en- 
tirely well,  in  a  genital  sense.  Still,  he  was  advised  to  send 
Formosa  for  another  examination  to  the  same  surgeon  who  had 
examined  her  previously.  This  was  done  the  next  day.  On 
that  same  day  the  surgeon  wrote  me  that  she  had  kept  the  ap- 
pointment made  for  her  with  him,  and  on  examination  he  found 
that  the  labia  were  slightly  red  and  congested  and  that  pus  exuded 
from  the  vagina.  He  added  that  the  girl  stated  she  had  to  get 
up  every  hour  or  so  to  pass  water.  He  then  collected  some  of  this 
pus  and  had  it  examined  by  the  same  bacteriologist,  Eruditus,  who 
had  made  the  examination  previously.  The  report  stated  a  few 
diplococci,  which  were  morphologically  similar  to  the  gonococcus, 
were  found,  but  they  were  so  few  that  Eruditus  would  give  no 
positive  opinion  as  to  what  they  were. 

Meantime  Quilibet  had  been  put  again  under  treatment  with 
injections  of  albargin  by  myself  and  of  protargol  by  himself,  and 
seven  clays  later  he  said  that,  although  the  discharge  was  still  abun- 
dant, he  believed  it  to  be  due  more  to  the  injection  than  to  any- 
thing else,  and  in  order  to  test  this  point  he  omitted  his  injection 
one  day  in  the  middle  of  the  week,  and  the  discharge  almost  en- 
tirely disappeared.  There  was  no  pain  nor  discomfort  of  any 
kind.  Questioned  as  to  Formosa's  condition,  he  said  that  she  was 
entirely  well;  that  she  had  had  no  further  trouble,  nor  any  dis- 
charge. In  this  statement  I  placed  no  dependence,  because  in  the 
next  breath  he  told  me  that  she  was  "after  the  custom  of  women," 
and  therefore  neither  she  nor  he  could  possibly  tell  what  her  gen- 
ital condition  was  until  after  she  had  hauled  down  the  red  flag. 

I  was  exceedingly  puzzled  at  this  condition  of  affairs,  and  be- 
ing curious  to  know  its  real  meaning,  I  told  him  that  when  For- 
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mosa  was  herself  again  to  send  her  to  me  and  I  would  examine 
her,  although  I  was  by  no  means  anxious  to  do  so.  At  this  visit 
I  stripped  Ouilibel's  urethra  and  could  get  nothing.  Oitilibet  then 
tried  the  same  thing,  and  after  a  good  deal  of  exertion  he  got  out 
from  the  deeper  portion  of  his  urethra  the  very  faintest  amount 
of  discharge,  but  it  should  be  remembered  that  this  time  only  half 
an  hour  had  elapsed  since  he  had  passed  water;  his  genital  organs, 
however,  seemed  to  be  in  good  condition.  The  slide  containing 
this  smear  was  sent  for  examination  to  a  second  bacteriologist,  one 
Peritus,  to  see  whether  Peritus  would  contradict  or  confirm  Erit- 
ditus'  examinations.  In  this  instance  Peritus  found  pus,  with  some 
mucus,  numerous  spermatozoa,  a  few  non-pathogenic  organisms, 
but  no  gonococci. 

In  due  time  Formosa  having  recovered  from  her  menstrual 
period,  came  in  to  be  examined.  At  this  time  I  asked  her  if  she 
had  at  this,  or  had  had  at  any  time  previously,  a  leucorrhoeal  dis- 
charge, and  she  said  that  once  in  a  great  while  she  might  have  if 
she  took  much  exercise,  but  even  then  it  was  very  slight.  On  ask- 
ing her  whether  she  had  any  discharge  at  present,  she  said  that 
she  thought  she  had  a  slight  amount  but  was  not  sure,  and  she  fur- 
thermore volunteered  the  information  that  she  had  had  no  dis- 
turbance at  all.  Agreeably  to  the  instructions  which  had  been 
given  her  by  Quilibet,  she  had  not  taken  any  of  the  usual  precau- 
tions of  cleanliness  for  twenty-four  hours  before  her  visit  to  me, 
in  order  that  I  might  see  if  any  evidences  of  inflammation  or  dis- 
charge were  present.  My  examination  revealed  the  fact  that  her 
genital  organs  were  devoid  of  inflammation  and  there  was  prac- 
tically no  discharge,  only  a  slight  amount  of  moisture  about  the 
external  genitals,  the  vulva  and  introitus  vagina? ;  indeed,  it  was 
with  some  difficulty  that  any  secretion  could  be  obtained  for  ex- 
amination. It  may  be  stated  here  that  in  making  the  examination 
the  utmost  care  as  regards  cleanliness  was  taken ;  every  instrument 
used  was  rendered  aseptic  by  boiling,  it  was  then  washed  in  wood 
alcohol,  and  where  the  instrument  was  metallic  it  was  passed 
through  an  alcohol  flame.  The  slides  also  were  boiled,  washed 
with  wood  alcohol  and  then  dried  with  sterilized  dental  paper. 
Some  secretion  was  obtained,  in  addition  to  the  above-mentioned 
points,  from  the  cervix  uteri,  but  nothing  could  be  expressed  from 
the  urethra.   Two  specimens  were  taken ;  one  was  sent  to  Eraditus, 
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who  had  made  the  first  bacteriological  examination,  and  the  second 
to  Peritus.  Eruditus  found  gonococci  present;  Peritus  said  there 
were  none.  At  about  this  time  Ouilibet  was  seen  and  his  genital 
organs  were  found  to  be  apparently  healthy,  no  discharge  being 
and  none  having  been  present  for  some  time.  The  urine  was  clear 
and  free  from  shreds  or  granules  of  every  description.  On  strip- 
ping the  urethra,  however,  a  very  slight  amount  of  moisture  was 
obtained  for  examination,  which  was  sent  to  Peritus,  who  reported 
there  were  no  gonococci. 

Four  days  later  Ouilibet  reported  at  the  office  and  he  stated 
that  he  had  seen  no  discharge,  except  on  one  occasion,  and  that 
was  on  the  day  of  his  last  visit,  when  there  was  a  slight  discharge 
of  a  brownish  or  reddish  color,  probably  due  to  an  injection  of 
permanganate  of  zinc  which  I  had  given  him  on  that  day;  after 
that  there  was  no  discharge,  so  that  three  days  after  his  previous 
visit,  and  two  days  after  Formosa's  call  on  me,  he  paid  his  re- 
spects to  her  in  a  nocturnal  interview,  accomplishing  the  act  under 
my  advice  with  the  assistance  of  a  condom.  Coitus  was  successful 
and  seems  to  have  given  pleasure  and  satisfaction  to  both.  He 
assured  me  that  Formosa's  condition  sexually  was  good;  she  had 
no  discharge,  but  he  himself,  after  his  last  interview  with  For- 
mosa, had  had  a  spermatic  leaking.  Upon  examining  him  two 
hours  after  he  had  last  urinated  I  could  obtain  no  discharge  nor 
moisture  from  his  urethra.  As  a  matter  of  precaution  I  gave  him 
an  albargin  injection,  told  him  to  discontinue  all  his  treatment;  to 
drink  a  little  if  he  felt  so  disposed;  allowed  him  to  sleep  with  For- 
mosa, but  always  under  the  aegis  of  a  "condom,"  and  bade  him 
send  this  young  woman  to  me  for  another  examination,  under  the 
following  conditions:  He  was  to  sleep  with  her  all  night,  but  the 
next  morning  she  was  not  to  wash  nor  cleanse  herself  in  any  way 
before  she  presented  herself  at  my  office.  He  meantime  was  to 
collect  any  urethral  discharge  which  he  might  detect  and  to  send 
it  to  me  for  examination.  This  he  did  three  days  after  his  visit, 
and  the  report  made  by  Eruditus  declared  that  an  abundance  of 
gonococci  were  present. 

In  a  few  days  Formosa  appeared  and  informed  me  that  Ouili- 
bet had  slept  with  her  the  preceding  night  and  had  carried  out  my 
instruction  as  regards  the  condom.  Upon  asking  what  her  sexual 
condition  was,  she  said  she  was  better  than  before,  for  whereas 
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before  she  had  had  a  slight  discharge,  now  she  had  none.  The 
examination  showed  that  there  was  more  moisture  than  on  the  last 
occasion,  but  this  would  be  perfectly  natural  under  the  circum- 
stances. Two  specimens  for  examination  were  obtained  without 
going  beyond  the  labia  minora.  The  mucous  membrane  of  the 
external  genitals  looked  healthy  and  was  devoid  of  any  signs  of 
inflammation.  These  two  specimens  were  again  sent,  one  to  Eru- 
ditus  and  the  other  to  Peritus;  Eruditus  reported  there  were  a  few 
gonococci  and  many  diplococci ;  Peritus,  on  the  other  hand,  de- 
clared that  a  careful  search  failed  to  show  the  presence  of  gon- 
ococci. 

Two  days  after  the  examination  of  Formosa's  genitals  Ouilibet 
sent  me  two  smear  slides  taken  from  his  urethra  on  two  successive 
mornings.  The  first  smear  represented  a  drop  which  required  no 
stripping  of  the  urethra  to  obtain;  the  second  smear  he  procured 
in  the  following  manner:  On  first  getting  up  after  stripping  his 
urethra  quite  vigorously  and  getting  nothing,  he  walked  about  for 
a  few  moments  before  passing  his  water,  when  he  felt  a  little  mois- 
ture, as  though  urine  had  dribbled  from  the  urethra,  and  on  look- 
ing down  he  found  this  drop,  which  was  immediately  transferred 
to  a  slide.  Except  for  these  two  excretions  he  said  he  had  had 
very  little,  if  any,  discharge  for  the  past  five  days,  or  in  other 
words,  since  he  had  sent  the  last  smear  for  examination.  The 
principal  thing  he  observed  now  was  that  his  sexual  powers  were 
not  so  good  as  they  had  been,  and  his  amorous  encounters  with 
Formosa  have  not  been  as  vigorously  prosecuted  as  they  had  been 
at  an  earlier  period. 

I  now  took  him  in  hand,  and  finding  that  he  had  passed  no 
urine  for  a  couple  of  hours  I  stripped  his  urethra,  secundem  artem, 
and  got  nothing.  He  then  passed  his  water  before  me  in  the  usual 
three  glasses,  and  all  the  specimens  were  found  to  be  clear,  normal 
in  appearance,  and  devoid  of  any  shreds  or  granules.  In  order  to 
be  on  the  safe  side,  I  again  gave  him  an  albargin  injection,  which 
produced  no  smarting  or  irritation ;  it  was  retained  for  three  min- 
utes. He  also  was  given  a  protargol  urethral  injection,  to  be  used 
three  times  daily,  and  he  was  adjured  to  abstain  from  coitus  and 
drink. 

These  two  specimens  were  sent  to  Peritus,  and  he  reported 
that  he  could  find  no  gonococci,  although  a  few  non-pathogenic 
organisms  were  present. 
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A  week  later  Qu'riibet  came  to  see  me  again  and  reported  that 
there  had  been  very  little,  if  any,  change  in  his  condition.  He  also 
exhibited  a  napkin  he  had  worn  that  week,  which,  it  is  true, 
showed  some  few  stains,  but  these  I  am  inclined  to  regard  as  due 
to  the  protargol  injections  and  not  to  a  morning  discharge,  al- 
though he  assured  me  that  every  morning  there  was  a  slight 
mucous  discharge,  which  he  failed  to  find  during  the  day. 

Contrary  to  instructions,  this  last  week  he  occasionally  took 
a  little  wine,  but  as  regards  any  dalliance  with  Formosa  he  de- 
clared he  had  been  a  "Joseph."  Five  days  before  this  visit  and 
two  days  after  his  previous  one  Quilibet  had  sent  me  two  speci- 
mens which  he  had  collected  that  morning,  and  these  two  specimens 
were  divided  between  Eruditus  and  Peritus.  Eruditus  reported 
that  the  specimen  sent  him  contained  no  diplococci  that  morpho- 
logically resembled  gonococci,  while  Peritus  was  as  positive  as  he 
ever  had  been  that  this  specimen,  like  the  others,  contained  no 
gonococci.  Now  for  the  first  time  Eruditus  and  Peritus  were  be- 
ginning to  come  together. 

At  this  interview  Quilibet's  urethra  was  again  stripped,  and 
although  only  a  half-hour  had  elapsed  since  his  last  urination, 
there  was  a  slight  mucous  secretion.  He  was  then  directed  to  uri- 
nate, and  managed  to  squeeze  out  about  a  couple  of  ounces.  This, 
as  well  as  the  urethral  discharge,  was  also  collected,  and  both  were 
sent  for  examination,  the  urine  to  Peritus,  the  smear  to  Eruditus. 
Peritus  reported  that  the  urine  contained  a  small  amount  of  mucus, 
a  small  number  of  pus  cells,  many  non-pathogenic  organisms,  but 
no  gonococci  could  be  discovered ;  Eruditus,  on  the  other  hand, 
reported  that  gonococci  were  again  present.  In  view  of  this  radi- 
cal difference  of  opinion  between  Eruditus  and  Peritus,  I  deter- 
mined to  see  if  I  could  not  obtain  a  third,  and  if  possible  an  en- 
tirely different  opinion  from  another  expert,  so  I  sent  the  slide 
which  had  been  examined  by  Eruditus  to  one  Doctus,  a  person  cun- 
ning in  bacteriology  and  on  intimate  terms  with  the  gonococcus. 
The  report  returned  to  me  was  beautifully  non-commital :  a  small 
number  of  diplococci  were  found,  at  times  in  groups  of  six  to  ten, 
a  few  micro-cocci  bacilli,  and  this  Delphian  opinion  wound  up  with 
the  statement  that  the  presence  of  gonococci  was  possible,  but  could 
not  be  positively  determined  from  the  examination.  This  report 
left  me  in  rather  a  more  befogged  condition  than  I  had  been 
before. 
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However,  as  Quilibet  had  got  to  be  cured  somehow,  on  this 
same  visit  I  gave  him  an  injection  of  permanganate  of  zinc,  which 
produced  no  discomfort  nor  smarting.  On  his  own  side  he  was 
instructed  to  abstain  rigidly  from  all  the  pleasures  of  the  table  and 
the  bed;  no  drinking,  no  Formosa;  and  locally  he  was  to  use  the 
protargol  injection  at  night,  and  twice  a  day  an  injection  of  the 
sulpho-carbolate  of  zinc  with  morphia.  This  was  to  be  continued 
for  a  week,  and  at  the  end  of  the  time  he  reported  that  he  had 
carried  out  all  his  instructions  and  he  now  observed  no  discharge 
during  the  daytime  nor  was  there  any  staining  of  his  linen;  but 
every  morning  he  could  squeeze  out  a  drop  of  a  rusty  hue,  which 
I  believed  to  be  his  injection.  His  erections  are  steadily  becoming 
less  vigorous,  but  he  has  had  no  leaking  nor  seminal  discharge  of 
any  kind.  On  examining  the  urethra  and  stripping  it  in  the  usual 
manner,  from  the  peno-scrotal  angle  forwards,  no  discharge  nor 
even  moisture  could  be  obtained,  but  on  carrying  the  fingers  back- 
wards to  the  perineum  and  making  pressure  on  the  prostatic  por- 
tion of  the  urethra  forwards  a  very  small  grayish  drop  was  pressed 
out,  which  was  collected  on  a  slide.  Further  stripping  of  the  canal 
resulted  negatively.  He  was  then  instructed  to  pass  his  water  in 
the  office,  and  the  first  third  voided  was  found  to  be  full  of  gran- 
ules, and  contained  thick  shreds;  the  balance  of  the  urine  seemed 
to  be  normal,  as  indeed  all  of  it  was,  if  the  presence  of  the  granules 
be  excluded. 

A  No.  29  French  endoscope  was  then  passed  into  the  urethra 
without  any  hitch  or  pain  and  without  any  impediment.  It  was 
carried  down  to  six  inches,  and  examination  showed  the  urethra  to 
be  in  a  pretty  normal  condition.  I  made  a  local  application  of  a 
20  per  cent,  solution  of  argyrol,  and  he  was  instructed  to  abandon 
his  protargol  injection  and  to  use  one  of  sulpho-carbolate  of 
zinc  with  morphia  thrice  daily,  except  on  the  morning  of  his  next 
visit,  which  was  to  take  place  four  days  later.  Meantime  this  little 
drop  which  had  been  squeezed  out  from  his  urethra  was  sent  to 
Eruditits  for  examination,  and,  mirabile  dictu,  Eruditus  finds  no 
gonococci.  At  his  next  visit  Quilibet  reports  that  the  day  after  his 
last  visit,  and  four  days  previous  to  the  time  of  his  present  visit, 
he  had  taken  a  little  cider,  which  had  been  followed  by  no  results 
until  this  morning,  when  he  managed  to  squeeze  out  a  small  leaden- 
colored  drop  from  the  deeper  portion  of  his  urethra  situated  some- 
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where  about  the  membrano-prostatic  region.    On  urinating  he 
says  deep  down  at  that  point  is  a  slight  tickling,  which  he  thinks 
is  "something  healing  up,"  although  there  is  no  pain  in  passing 
water  and  no  staining  on  his  clothing.   He  thinks  that  he  is  in  first- 
rate  condition.    One  very  noteworthy  point  is  that  between  his 
present  and  preceding  visits  he  has  had  a  slight  attack  of  diarrhea, 
which  was  not  attended  by  any  seminal  leaking — a  condition  which 
previous  to  that  time  had  always  been  the  sequence  of  a  looseness 
of  the  bowels.    He  mourns  his  lost  erections;  he  says  these  are 
very  feeble  and  uncertain,  but  that  perhaps  is  not  to  be  altogether 
unexpected.    Having  learned  upon  inquiry  that  he  had  passed  no 
water  for  two  hours,  his  canal  was  thoroughly  and  systematically 
stripped  fore  and  aft,  and  nothing  could  be  obtained,  even  in  the 
way  of  moisture.    He  was  then  directed  to  pass  his  urine  in  the 
office,  and  although  it  was  of  a  high  color,  there  was  nothing  ab- 
normal about  it,  except  that  the  first  third  contained  a  moderate 
number  of  granules,  but  no  shreds.    A  No.  32  French  endoscope 
was  then  passed  in  without  any  trouble  to  the  6>^-inch  point  from 
the  meatus,  and  from  that  point  until  five  and  a  half  inches  there 
was  nothing  worthy  of  mention.    At  5^  inches  there  was  a  very 
slight  amount  of  congestion,  a  slight  amount  of  granulation  tissue 
and  some  slight  puffiness;  the  same  was  true  of  the  five-inch  point; 
beyond  those  two  points  anteriorly  there  was  nothing  noteworthy; 
the  condition  of  affairs  seemed  to  be  pretty  normal.    An  applica- 
tion of  a  50  per  cent,  solution  of  glycerite  of  tannin  was  made 
through  the  endoscope,  which  produced  no  pain  nor  disturbance, 
and  he  was  told  to  abandon  the  use  of  the  morphiated  sulpho- 
carbolate  of  zinc,  but  to  substitute  an  acetate  of  zinc  injection  twice 
a  day,  morning  and  night.    He  was,  moreover,  furnished  with  the 
usual  slides  and  was  directed  to  send  anything  he  could  collect  upon 
them  for  examination.    Five  days  later  he  sent  me  a  small  smear 
from  his  urethra,  which  was  forwarded  to  Eruditus  for  examina- 
tion, who  reported  that  gonococci  were  absent.  It  will,  therefore, 
be  seen  that  in  the  two  examinations,  which  were  made  within  a 
period  of  six  days,  no  gonococci  could  be  found. 

Quilibet  himself  reported  on  the  28th,  two  days  after  his  smear 
was  sent,  and  he  told  me  that  he  found  a  little  discharge  every  day, 
up  to,  but  not  including,  the  morning  of  his  visit,  when,  for  the 
first  time,  nothing  was  found.    The  discharge,  he  reported,  was 
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very  slight  and  was  present  not  only  in  the  mornings,  but  in  the 
afternoons,  and  this,  it  is  quite  possible,  might  have  been  due  to 
his  injection.  At  the  time  of  his  visit,  unfortunately,  I  omitted 
to  strip  his  urethra,  but  the  urine  which  he  passed  then  was  clear, 
of  a  light  yellow  color,  and  the  first  third  contained  a  moderate 
number  of  fine  granules,  but  no  shreds.  He  was  put  on  the  exam- 
ining chair  and  a  No.  32  French  endoscope  was  passed  down  to 
6^-2  inches  into  the  canal.  The  instrument  did  not  go  in  as  easily 
as  it  had  before  and  was  arrested  at  two  points,  to  wit:  at  three 
and  at  five  and  a  half  inches  from  the  meatus.  It  cleared  these 
obstructions  pretty  readily  and  passed  on  without  any  special  pain 
or  discomfort.  At  the  6>4-inch  point  nothing  noteworthy  was 
found;  at  the  6-inch  point  there  were  a  few  granulations  and  some 
slight  puffiness;  granulations  were  present  more  or  less  until  the 
5^-inch  point  was  reached,  when  they  ceased,  but  the  puffiness  was 
still  present  at  5^  and  5  inches.  This  latter  symptom  (puffiness) 
was  present  at  every  point  along  the  canal  until  the  23^-inch  point 
was  reached,  when  it  practically  ceased.  An  application  of  a  five- 
grain  solution  of  nitrate  of  silver  was  made  to  the  canal  at  the 
various  points  mentioned  above,  and  he  was  told  to  continue  the 
acetate  of  zinc  injection  for  the  next  three  days,  when  all  treatment 
was  to  be  discontinued,  and  he  was  to  report  four  days  later. 

The  subsequent  history  is  immaterial  to  our  present  subject, 
hence  it  can  be  omitted. 

Suppose  now  we  make  a  summary  of  the  history  which  has 
just  been  detailed: 

A  young  man  who  has  had  no  gonorrhea  for  thirteen  years, 
and  having  for  a  couple  of  years  past  been  in  the  habit  of  sleeping 
with  one  woman,  suddenly  turns  up  with  a  discharge,  which,  it  is 
fair  to  conclude,  is  a  true  gonorrhea.  He  declares  he  has  been 
with  but  this  one  woman,  hence,  presumably,  she  is  the  one  who 
gave  him  his  disease,  supposing  him  to  have  told  the  truth.  This 
young  woman  is  examined  by  two  different  men,  by  each  upon  two 
separate  occasions;  sometimes  gonococci  are  found,  sometimes  not; 
she  in  the  meantime  has  no  discharge  to  speak  of,  indeed  much  less 
than  many  an  apparently  healthy  woman  has. 

The  man  himself  fluctuates  between  a  condition  in  which  gon- 
ococci are  present  and  in  which  they  are  absent,  and  in  those  in- 
stances in  which  they  are  supposed  to  be  present,  similar,  and  some- 
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times  the  same  specimens  are  examined  by  two  different  and  com- 
petent observers,  whose  opinions  vary  absolutely,  one  finding  gon- 
ococci,  the  other  not,  although  they  apparently  have  pursued  the 
same  methods.  Practically  this  is  the  history  of  the  case  just  given 
in  a  concentrated  form,  and  in  the  light  of  this  history  the  ques- 
-  tion  that  I  should  like  to  ask  my  readers  and  which  I  have  often 
asked  myself  is:   Of  what  clinical  value  is  the  gonococcus? 

Putting  aside  for  the  moment  the  question  as  to  how  the  man 
contracted  his  disease,  it  is  quite  clear  that  all  his  symptoms  point 
to  a  genuine  attack  of  gonorrhea.  Of  course,  one  solution  of  the 
cause  of  his  trouble  can  be  readily  found  in  the  statement  that  he 
did  nofe  tell  the  truth  when  he  said  he  had  known  no  other  woman 
than  the  one  who  had  been  his  "side  partner,"  so  to  speak,  for  two 
years.  While  agreeing  in  the  main  with  King  David's  hasty  re- 
mark about  men  and  liars,  I  believe  this  man  to  be  one  of  those 
rare  examples  where  a  venereal  patient  tells  the  truth,  and  if  so, 
we  are  constrained  to  believe  that  the  woman  was  the  cause  of  his 
trouble.  If  that  be  true  we  have  the  extraordinary  instance  of  a 
woman  who  is  apparently  perfectly  well  giving  a  man  a  gonorrhea, 
for  the  woman,  when  first  examined,  and  this  was  a  short  time 
after  the  man's  gonorrhea  had  been  well  established,  was  declared 
to  be  sexually  free  from  disease.  But  my  readers  will  at  once  say: 
"Why  that  is  an  old  theory.  Diday  of  Lyons  some  odd  years  ago 
said  openly  that  no  woman  was  safe,  he  cared  not  how  virtuous 
she  was;  that  a  perfectly  healthy  woman  was  capable  of  setting  up 
a  clap  (chaude-pisse)  in  a  man,"  but  this  was  before  the  days  of 
Neisser's  gonococcus;  and  while  this  may  still  be  true  as  regards 
catarrhal  urethritis  sine  gonococco,  it  is  not  at  the  present  day  ac- 
cepted as  possible  in  a  case  of  gonorrhea  aim  gonococco;  in  other 
words,  the  person  conferring  the  gonococcus  must  have  the  gon- 
ococcus. Now  we  find  in  the  first  examination  the  woman  is  so 
healthy  and  the  little  secretion  which  could  be  obtained  from  her 
so  entirely  free  from  gonococci  that  the  surgeon  who  examined  her 
and  the  bacteriologist  who  investigated  her  secretion  believed  her 
to  be  sound.  Subsequent  examinations  made  just  after  her  men- 
strual period,  however,  tended  to  shake  this  belief  in  the  mind  of 
one  bacteriologist,  but  as  regards  the  other  one,  who  also  investi- 
gated the  case,  there  is  no  manner  of  doubt  in  his  mind  that  the 
woman  was  free  from  disease,  and  no  gonococci  has  he  been  able 
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to  discover  in  her  genital  secretions.  But,  it  may  be  urged,  one 
must  not  forget  that  a  man  may  have  gonococci  lurking  in  some 
follicle  of  his  urethra  which  may  remain  quiescent,  producing  no 
trouble  until  some  slight  inflammation  starts  the  disease  up,  and 
it  then  becomes  a  case  of  so-called  self-infection.  Perhaps;  but  I 
frankly  admit  that  I  am  extremely  skeptical  as  to  the  possibility 
of  a  man  being  entirely  sound  for  three  years,  cohabiting  with  one 
woman  for  two  years  and  without  any  disturbance  on  either  side, 
being  absent  from  her  for  four  months,  and  returning  to  her  arms 
apparently  a  sound  man,  to  obtain  a  gonococcal  discharge  from 
self-infection. 

Of  course,  when  the  question  is  asked  of  what  clinical  value  is 
the  gonococcus,  the  reply  is  that  its  presence  stamps  the  discharge 
as  a  dangerous  one,  liable  to  be  attended  by  serious  complications; 
and  not  only  that,  but  also  with  constitutional  disturbances,  which, 
in  some  instances,  appear  to  have  proved  fatal,  while  its  absence 
marks  the  disease  as  a  benign  and  comparatively  harmless  one, 
which  rapidly  recovers  under  treatment  and  does  not  infect  the 
constitution.  To  a  portion  of  this  view  I  decidedly  dissent.  I 
have  seen  frequent  instances  where  a  discharge  which  has  been  re- 
peatedly and  fruitlessly  examined  for  the  gonococci  produces  many 
of  the  complications  which  exist  in  the  coccal  variety  as  well  as 
other  symptoms  which  could  be  accounted  for  only  on  the  theory 
of  the  absorption  of  some  sort  of  virus  or  the  transmission  of  other 
varieties  of  bacteria.  In  explanation  of  this  extraordinary  con- 
dition of  affairs,  I  am  reminded  that  diplococci  having  all  the  mor- 
phological appearances  of  gonococci  and  which  respond  to  the 
various  decolorization  tests  are  said  to  have  been  found  in  the 
urethra  in  cases  of  non-gonorrheal  urethritis,  and  that  this  condi- 
tion of  things  obtains  in  about  from  one  to  four  per  cent  of  cases 
examined  by  competent  observers,  and  the  converse  is  also  true 
that  a  discharge  may  be  present  in  which  no  diplococci  are  found. 

Now  let  us  take  the  other  view  of  the  case,  and  suppose  in- 
stead of  the  woman  being  the  cause  of  the  man's  discharge  that 
the  man  was  the  source  of  the  trouble.  We  then  find  this  condi- 
tion of  affairs :  The  man  cohabits  with  the  woman  and  does  not, 
certainly  for  some  little  while,  infect  her.  That  might  very  easily 
be  the  case,  because  women  are  not  so  easily  infected  as  men,  and 
the  abundant  secretions  which  are  common  to  the  average  woman's 


CLINICAL  VALUE  OF  GONOCOCCUS. 


187 


genitals  might  very  easily  protect  the  mucous  membrane  from  in- 
fection; but  in  this  case,  seemingly,  later  on  a  few  gonococci  are 
found  in  the  woman's  secretion  by  one  bacteriologist,  but  not  by 
the  other.  Peritus  is  strictly  consistent  in  his  statement  that  gon- 
ococci are  absent;  Eruditus  sometimes  finds  them  and  sometimes 
does  not,  but  they  both  agree  that  there  are  diplococci  present  in 
the  woman's  secretion,  which  one  of  these  bacteriologists  consid- 
ers as  probably  identical  with  the  gonococcus. 

Now,  of  course,  from  the  clinical  standpoint  it  becomes  ex- 
tremely important  to  know  whether  the  woman  is  sound  or  not, 
because  when  the  man  recovers  from  his  attack  he  would  be  almost 
certain  to  be  reinfected  upon  cohabiting  again  with  the  woman, 
which  in  this  instance  would  have  been  the  case.  It  was  very  evi- 
dent that  the  man  intended  as  soon  as  he  was  well  to  renew  his 
cubicular  relations  with  the  woman,  and  if  so,  the  chances  would 
be  very  much  in  favor  of  his  getting  into  further  trouble  and  con- 
tinuing to  do  so  as  long  as  he  slept  with  his  charmer,  provided  she 
had  disease.  Then  another  important  point  also  to  be  determined 
would  be,  even  admitting  that  these  diplococci  which  were 
found  in  the  woman's  vagina  were  non-gonococcal,  whether  they 
might  not  produce  a  discharge  in  the  man,  which  for  all  clinical 
purposes  would  be  the  same  as  clap,  when  it  would  then  become 
almost  impossible  to  be  able  to  tell  the  man,  "Go  back  to  your 
friend,  resume  your  former  relations  with  her,  and  all  will  be 
well." 

This  condition  of  affairs  would  be  bad  enough,  but  let  us  look 
at  the  subject  from  the  medico-legal  standpoint.  Suppose  that  the 
relations  instead  of  being  such  as  they  were,  that  of  a  man  and  his 
mistress,  had  been  those  of  a  man  and  his  wife,  and  the  man  were 
to  swear  that  he  had  had  no  relations  with  any  other  woman  than 
his  wife,  and  she,  on  the  other  hand,  were  to  positively  declare 
that  the  only  man  she  had  known  carnally  was  her  husband,  and 
a  suit  for  divorce  were  to  be  instituted,  what  part  would  the  sur- 
geon and  the  bacteriologist  play  in  the  hands  of  a  skilful  cross- 
examiner?  One  of  the  first  questions  he  would  ask  would  be: 
"Are  bacteria  found  in  genital  discharges  which  may  so  resemble 
the  gonococcus  as  to  be  indistinguishable  from  it  by  microscopic 
examination?"  and  I  fear  the  answer  would  have  to  be,  "It  is  so 
said."    The  next  question  would  be,  "Is  there  any  test,  chemical 
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or  otherwise,  which  would  serve  to  distinguish  these  various  bac- 
teria, one  from  the  other?"  and  the  decolorizing  test,  with  the 
restaining  which  is  supposed  to  be  inherent  in  the  gonococcus  and 
absent  in  the  others,  would  be  invoked  as  the  crucial  clinical  test, 
and  yet  it  would  have  to  be  admitted,  valuable  as  is  this  diag- 
nostic method,  that  a  positive  diagnosis  cannot  be  made  in  this 
way,  so  that  cultures  would  have  to  be  resorted  to  in  order  to  make 
an  unfailing  diagnosis.  Then  again  the  cross-examiner  would  ask, 
"How  does  it  happen  that  matter  taken  from  the  same  genitals  at 
the  same  time  and  sent  to  two  different  men  skilled  in  their  re- 
spective lines  should  show  such  opposite  results?"  and  I  am  afraid 
both  the  physician  and  the  bacteriologist  would  be  in  the  condi- 
tion of  the  scriptural  lamb,  which  is  said  before  its  shearers  to  be 
dumb.  The  probable  explanation  would  be  that  gonococci  are  not 
present  in  every  drop  of  the  discharge;  matter  taken  from  one  por- 
tion of  the  genitals  might  show  bacteria  and  from  another  none, 
and  also  that  the  bacterium  is  not  always  capable  of  detection  upon 
examination;  it  may  be  latent,  concealed  in  some  crypt  or  fold  of 
the  mucous  membrane,  to  reappear  later  on  upon  the  slightest  ex- 
citement or  irritation.  And  if  the  cross-examiner,  being  prompted 
by  the  devil  and  a  clever  surgeon,  should  ask,  "Is  it  not  true  that 
diplococci  are  sometimes  present  in  a  perfectly  healthy  urethra 
which  morphologically  resemble  gonococci  and  yet  produce  no  dis- 
turbance?" he  would  compel  an  answer  in  the  affirmative,  and  the 
diagnostic  value  of  the  gonococcus  would  at  once  be  doubted  and 
it  would  be  regarded  with  suspicion ;  and  while  the  husband  and 
wife  might  each  continue  to  regard  the  other  with  mutual  aversion, 
the  scientific  standing  of  the  gonococcus  as  determined  by  micro- 
scopical examinations  of  stained  smears  of  urethral  pus  would  be 
nil,  and  this  bacterium  would  be  relegated  to  the  position  of  the 
thimble  rigger's  pea,  where  "now  you  see  it,  and  now  you  dont." 
I  think  it  is  an  open  question  how  far  the  gonococcus  is  the  cause 
of  an  urethral  discharge;  that  it  may  be  of  value  in  determining 
the  nature  of  a  discharge  I  am  prepared  to  admit,  for  from  the 
clinical  standpoint  the  presence  in  a  first  attack  of  an  acute  purulent 
urethral  discharge  of  biscuit-shaped  intra-cellular  diplococci,  de- 
colorized by  Gram's  method  and  restained,  is  sufficient  evidence 
of  the  gonorrheal  nature  of  the  discharge,  but  to  prove  this  from 
the  medico-legal  standpoint  requires  recourse  to  the  culture  test. 
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Regarding  the  value  of  cultures  as  a  means  of  diagnosis,  where 
they  are  successful  they  are  undoubtedly  of  value;  indeed,  they 
may  be  said  to  settle  any  doubt  which  may  arise  as  to  the  nature 
of  the  bacterium,  but  in  using  this  method  it  should  be  remembered 
in  the  first  place  that  the  gonococcus  is  at  best  exceedingly  diffi- 
cult to  cultivate,  for  there  are  but  few  media  upon  which  this  bac- 
terium will  propagate  itself.  Secondly,  it  cannot  be  subjected  to 
any  great  variations  of  temperature,  especially  of  cold,  so  that  the 
matter  would  need  to  be  propagated  directly  to  the  menstruum  for 
culture  and  thence  transferred  immediately  to  an  incubator,  be- 
cause carrying  it  about  is  often  apt  to  disturb  the  proper  cultiva- 
tion of  this  cryptogam.  Hence,  should  the  result  be  positive,  the 
diagnosis  is  settled;  but,  on  the  other  hand,  should  the  result  be 
negative,  the  surgeon  is  just  as  badly  off  as  he  was  at  first  regard- 
ing the  certainty  of  the  diagnosis. 

16  West  3  2d  Street,  New  York. 


ON  PAPILLOMATA  OF  THE  BLADDER. 
By  Charles  Greene  C  umston,  M.D.,  Boston,  Mass. 

IN  1850,  Virchow  drew  the  attention  of  the  profession  to  the 
occurrence  of  benign  papillomatous  growths  in  the  bladder, 
and  since  that  time  much  precise  research  has  been  undertaken, 
both  macroscopically  and  microscopically,  to  these  neoplasms, 
while  the  operative  treatment  has  been  the  subject  of  thought 
throughout  the  surgical  world.  It  is,  however,  only  of  recent  date 
that  conclusive  results  in  any  direction  have  been  attained. 

Fibroma  papillare  (Virchow),  villous  polypus  of  the  bladder 
(Kiister)  or  vesical  papilloma  has  been  supposed  to  be  the  com- 
monest neoplasm  arising  in  the  bladder,  although  Zuckerkandl 's 
statistics  would  seem  to  show  that  this  is  not  correct.  Out  of 
twenty-two  cases  of  bladder  tumors  Guyon  found  only  three  be- 
nign papillomata  and  the  experience  of  other  surgeons  has  been 
the  same.  Albarran  found  only  true  papillomata  in  thirteen  out 
of  eighty-eight  cases  of  bladder  neoplasms;  Autel,  eight  out  of 
fourteen,  and  Burckhardt  met  with  papilloma  twelve  times  in 
twenty  cases. 
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It  would  seem  from  these  figures  that  about  twenty-five  per 
cent,  of  vesical  neoplasms  are  represented  by  benign  papillomata, 
but  the  results  reported  in  1896  by  Nitze  would  appear  to  contra- 
dict them.  He  was  able  to  microscopically  examine  seventy-five 
specimens  of  neoplasms  removed  from  the  bladder  and  in  twenty- 
five,  or  thirty-three  per  cent.,  they  were  proven  to  be  non-malig- 
nant. 

Nitze  also  showed  that  these  growths  are  more  commonly  met 
with  in  the  male,  and  out  of  sixty-two  cases  collected  by  Kiimmel, 
only  sixteen  were  women.  I  would,  however,  point  out  that  there 
is  a  special  type  of  papillomatous  growth  of  the  bladder  occurring 
exclusively  in  the  female  and  described  by  Zuckerkandl  as  small 
villous-like  growths  with  a  distinctly  visible  central  coil  of  vessels, 
which  histologically  correspond  to  the  villi  of  papillomata.  These 
growths  are  found  just  at  the  border  of  the  vesicle  opening  of  the 
urethra,  while  making  a  cystoscopic  examination,  and  it  is  quite 
possible  that  they  are  identical  to  the  vascular  polypi  of  Virchow, 
which  occur  at  the  external  meatus  of  the  female  urethra.  These 
latter  neoplasms,  as  is  known,  are  finely  composed  and  in  structure 
represent  a  teleangiectasis,  but  they  do  not  show  any  hyperplasia 
of  the  vessel  walls,  nor  usually  are  their  vessels  dilated,  but  on  the 
contrary  there  will  be  found  a  marked  neoformed  vascular  supply. 

Papilloma  of  the  bladder  may  occur  at  any  age,  although  they 
are  more  common  in  middle  and  advanced  age.  Koch's  statistics 
show  that  out  of  forty-one  cases,  nineteen,  or  nearly  fifty  per  cent., 
were  in  subjects  between  sixty  and  seventy  years  of  age,  while  six- 
teen patients  were  between  thirty  and  fifty  years  old;  in  four  the 
growth  occurred  between  the  ages  of  twenty  and  thirty  years,  while 
in  two  the  age  was  not  known.  The  youngest  patient  was  twenty- 
one  years  of  age,  but  I  would  point  out  that  the  very  young  are  not 
exempt  from  this  affection,  because  Steinmetz  reports  the  case  of  a 
child  three  years  old  afflicted  with  papilloma  of  the  bladder. 

The  duration  of  papilloma  of  the  bladder  is  quite  impossible  to 
ascertain  with  certainty,  but,  without  doubt,  the  limits  range  be- 
tween a  few  months  to  several  years. 

Of  great  importance  and  interest  are  the  size,  shape,  situation 
and  anatomical  relations  of  the  neoplasm,  as  well  as  its  histological 
structure. 

Papillomata  may  be  single  or  multiple,  and  in  size  they  vary 
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from  that  of  a  pea  to  an  orange.  They  vary  greatly  in  shape. 
There  are  two  distinct  types.  In  one  the  villi  are  long  and  slender, 
simple  or  branched;  having  a  thin  pedicle  they  are,  therefore,  eas- 
ily detached  and  leave  hardly  any  trace  of  their  presence.  This 
type  of  papilloma  has  been  called  by  Thompson  fimbrinated,  and 
classifies  quite  apart  from  the  second  type,  or  fibrous  papilloma. 

In  fibrous  papillomata  the  base  is  large,  thick,  mounted  on  a 
strong,  coarse  pedicle,  not  easily  torn  off,  but  when  this  occurs 
much  of  the  growth  remains  attached.  The  surface  is  wart-like 
and  fissured;  the  villi  are  shorter  and  thicker  than  in  the  first  type. 

Although  upon  first  sight  these  neoplasms  appear  to  differ,  they 
can  not  be  considered  as  different  forms  of  neoplasm,  because  they 
represent  simply  the  different  stages  of  development  of  the  same 
tumor.  When  placed  in  water  the  difference  between  them  is 
shown  by  the  spreading  of  the  villi  in  the  villous  form,  while  in 
the  fibrous  type  this  is  not  possible  on  account  of  the  shortness  and 
thickness  of  the  villi. 

As  has  already  been  said,  papillomatous  neoplasms  may  be 
single  or  multiple.  They  more  frequently  start  from  the  floor  of 
the  bladder,  often  in  the  neighborhood  of  the  ureteral  orifices; 
they  arise  on  the  sides  and  anterior  wall  of  the  organ  less  frequent- 
ly. It  has  always  appeared  to  me  that  the  site  of  the  growth  has 
an  influence  on  the  form  of  connection  with  the  bladder  wall. 
Papillomata  arising  on  the  anterior  or  posterior  wall  of  the  viscus, 
as  well  as  those  located  in  the  region  of  the  fundus,  are  usually 
pedunculated,  while  those  seated  in  the  side  of  the  bladder  are  al- 
most sessile  with  broad  bases.  In  very  rare  instances  the  great 
part,  or  the  entire  bladder  surface  may  be  involved  in  the  process, 
so  that  one  might  properly  denominate  the  condition  as  papillo- 
matous degeneration  of  the  bladder. 

Although  the  above  forms  of  papilloma  are  macroscopically 
quite  different,  there  is  not  much  difference  histologically.  A 
medium-sized  villus  will  show  the  following  structure:  The 
ground-work  is  composed  of  connective  tissue  protruding  from  the 
submucous  stratum  of  connective  tissue  which  enters  into  each 
branch.  The  tissue  is  striated  and  at  various  points  contains  small 
spindle-shaped  cells,  containing  a  round  or  oval  nucleus.  At  the 
base  of  the  tumor  it  is  not  at  all  uncommon  to  find  unstriped  muscle 
fibres,  which  appear  to  be  in  direct  connection  with  the  vesical 
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muscle.  In  the  centre  of  the  connective  tissue  there  is  always  found 
a  thin-walled  capillary  which  is  derived  from  the  capillary  net- 
work of  the  sub-mucosa.  It  gives  off  a  branch  to  every  branch  of 
the  growth  and  turns  Like  a  coil  at  the  apex  of  the  villus. 

The  connective  tissue  stratum  is  covered  by  several  layers  of 
polymorphous  epithelium  which  is  in  every  particular  the  same  as 
the  epithelium  of  the  vesical  mucosa.  At  the  tip  of  the  branches 
of  the  villi  the  connective  tissue  stratum  has  decreased  to  such  an 
extent  as  to  form  only  a  narrow  layer  of  adventitia  of  the  capillary, 
but  is  covered  by  the  epithelium. 

From  all  this,  it  will  be  seen  that  one  is  dealing  with  a  typical 
non-malignant  neoplasm  of  the  epithelial  type,  but  such  a  clear 
condition  of  affairs  is  not  always  present  in  each  case,  and  it  is 
often  a  matter  of  much  difficulty  to  decide  whether  the  histological 
picture  is  that  of  a  benign  papilloma  or  a  carcinoma.  In  such 
instances  the  cause  of  uncertainty  arises  from  the  fact  that  in  the 
midst  of  the  connective  tissue  some  spaces  are  to  be  seen  filled  with 
epithelial  cells,  and  upon  the  first  inspection  gives  one  the  impres- 
sion of  carcinomatous  alveoli.  This  I  have  observed  in  several 
of  my  cases. 

Now,  should  these  alveoli  be  present  in  a  series  of  sections  from 
a  given  specimen,  all  doubt  as  to  the  benign  nature  should  be  dis- 
persed, but  I  shall  briefly  revert  to  this  condition  when  consider- 
ing the  diagnosis  of  papilloma  in  general. 

It  has  been  upheld  by  many  that  papillomata  could  undergo 
malignant  transformation  and  as  far  back  as  1855,  Forster  de- 
scribed a  case  of  vesical  papilloma  which  contained  carcinomatous 
elements  in  its  structure,  although  the  walls  of  the  bladder  were 
quite  intact.  Others  doubt  the  possibility  of  malignant  transfor- 
mation of  nonmalignant  neoplasms,  at  least  at  their  beginning,  and 
on  this  point  I  see  no  reason  to  demur  because  many  patients  have 
had  a  papilloma  of  the  bladder  for  a  number  of  years  and  have 
finally  died  from  undoubted  carcinoma  grafted  upon  the  original 
nonmalignant  growth. 

In  the  Deutsche  Zeitschrift  fiir  Chirurgie  of  1894,  Colley  dis- 
cussed in  detail  the  process  of  malignant  transformation  in  sessile 
papillomata  of  the  bladder,  but  in  our  opinion  his  work  was  un- 
satisfactory and  the  problem  still  remains  unsolved.  Colley  be- 
lieves that  the  commencement  of  malignancy  is  to  be  looked  for 
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in  the  constant  natural  growth  of  the  connective  tissue  and  epithe- 
lium, and  also  that  the  nature  of  the  primary  benign  neoplasm  has, 
to  a  certain  degree,  something  to  do  with  it. 

We  think  that  one  may  fairly  assume  that  many  specimens  of 
papillomata  have  been  wrongly  taken  for  carcinomata,  and  record- 
ed as  such,  on  account  of  the  alveoli  filled  with  epithelial  cells, 
when  in  reality  these  were  only  transverse  sections  of  the  villi.  On 
the  other  hand,  the  presence  of  villi  has  led  one  to  assume  that  the 
growth  was  a  papilloma,  while  in  reality  it  was  a  carcinoma,  be- 
cause villi,  as  is  well  known,  may  be  present  in  various  tumors,  such 
as  fibromata,  sarcomata  and  carcinomata.  The  mere  fact  that  a 
malignant  growth  of  the  bladder  has  been  present  several  years 
is  no  proof  that  the  case  was  one  of  papilloma  in  which  a  malig- 
nant transformation  had  taken  place,  and  there  is  no  doubt  in  my 
mind  that  a  carcinoma  of  the  bladder  can  exist  over  quite  an  ex- 
tended period  without  giving  rise  to  metastases.  Then,  again, 
cases  have  been  recorded  where  it  is  quite  probable  that  the  pres- 
ence of  a  papilloma  has,  by  an  irritative  process,  been  the  starting 
point  of  carcinoma,  and  the  inverse  may  quite  likely  be  true. 

From  a  clinical  standpoint  the  development  of  the  bloodvessels 
in  the  papilloma  is  both  important  and,  at  the  same  time,  interest- 
ing. Virchow  considered  that,  in  the  papillary  and  villous  growths 
generally,  the  formation  of  papillae  was  induced  by  an  increase  of 
intercellular  substance,  that  the  formation  of  the  papillae  of  the 
skin  for  example,  there  is  present  at  first  only  a  solid  papilla  of 
connective  tissue  and  it  is  only  when  this  has  attained  a  certain  size 
that  a  coil  of  vessels  develop  into  it  from  below. 

Now,  Tschistowitsch  in  his  article  which  appeared  in  Virchow' s 
Archiv.,  Band  115,  comes  to  the  conclusion  that,  in  the  case  of 
vesical  papilloma,  the  formation  of  the  vessel  coil  is  the  essential 
part  of  the  process  and  precedes  the  development  of  the  papillae. 
This  statement  is  based  on  the  fact  that  he  was  able  to  examine  a 
series  of  young  villi,  so  early  in  their  development,  indeed,  that 
their  epithelial  covering  had  not  yet  appeared.  He  found  only 
very  few  papillae  which  did  not  contain  vascular  coils  and,  further- 
more, the  shape  of  the  papillae  depended  on  that  of  the  coils.  He 
also  points  out  that  the  vascular  supply  is  very  marked  and  that 
in  the  papillae  the  vessels  are  very  superficially  situated,  being 
directly  under  the  epithelium  from  which  they  are  separated  by  a 


194      AMERICAN  JOURNAL  OF  UROLOGY. 


very  thin  homogeneous  structureless  stratum.  In  many  papillae, 
especially  the  smallest,  there  is  little  else  than  the  vessels  compos- 
ing them.  It  is  now  necessary  to  demonstrate  that  the  coil  is  cov- 
ered by  a  thin  layer  of  homogeneous  substance,  and  that  substance, 
and  also  a  cell-containing  one,  is  also  to  be  found  between  its 
meshes.  In  a  more  developed  papilla  one  finds  a  vascular  network 
with  fine  meshes  and  the  connective  tissue  more  clearly  developed; 
occasionally,  the  latter  takes  on  the  aspect  of  mucoid  tissue.  The 
walls  of  the  vessels  are  thin  and  contain  nuclei.  The  elastic  tissue 
fibres  are  very  few  in  number,  and  even  in  the  larger  sized  vessels 
they  are  very  sparingly  present.  From  this,  the  frequent  and 
severe  hemorrhages  are  easily  accounted  for. 

As  little  is  known  of  the  etiology  of  papillomata  as  of  other 
neoplasms,  but  undoubtedly  a  continued  irritation  acts  as  a  factor 
in  their  production.  That  this  is  probably  so,  is  shown  by  the 
more  usual  points  at  which  these  tumors  arise,  namely  in  the  neigh- 
borhood of  the  ureteral  orifices,  the  floor  of  the  bladder  and  the 
urethral  opening,  all  of  which  are  more  exposed  to  traumatism 
of  various  kinds.  Then,  again,  the  male  bladder  is  more  likely  to 
be  the  recipient  of  traumatic  insults  than  that  of  the  female,  as  well 
as  irritative  processes  extending  up  the  urethral  mucosa,  calculi, 
etc.,  and  it  is  well  known  that  papilloma  is  more  frequently  met 
with  in  men  than  in  women. 

Chemical  irritants  in  solution  in  the  urine  appear  to  have  some 
influence  on  the  development  of  bladder  tumors,  a  fact  that  seems 
well  proven  by  their  frequency  in  workers  in  anilin  dye  factories. 

Before  considering  the  diagnosis  of  papilloma  mention  must 
be  made  of  the  renal  complications  to  which  the  tumor  may  give 
rise,  a  very  pretty  example  of  which  I  reported  to  the  Urological 
Association  of  France  in  1904.  These  complications  may  be  said 
to  be  tolerably  frequent.  In  some  instances  there  is  simply  an 
aseptic  obstruction  of  a  ureter  compressed  by  the  growth,  in  other 
words,  an  hydronephrosis,  while  in  others  there  is  an  ascending 
pyelonephritis  following  a  cystitis.  Then  again  both  these  factors, 
mechanical  and  inflammatory  are  present  together. 

In  subjects  otherwise  healthy,  who  have  never  presented  blad- 
der symptoms,  papilloma  of  the  urinary  reservoir  will  make  its  pre- 
sence known  by  the  sudden  appearance  of  blood  in  the  urine, 
occurring  without  any  conceivable  cause.  The  hemorrhage  of  vary- 
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ing  intensity  arises  without  any  prodromes;  the  amount  of  blood 
voided  is  sometimes  only  small,  it  recurs  several  times  in  decreas- 
ing quantity  and  may  entirely  disappear  within  three  or  four  days, 
the  patient's  health  being  unaffected.  Weeks,  months  or  even  sev- 
eral years  may  pass  before  the  hemorrhage  again  appears  or  any 
symptom  of  vesical  neoplasm  becomes  manifest. 

In  other  instances  the  bleeding  recurs  at  short  intervals  or  may 
be  continuous.  Now,  the  manner  and  form  of  the  hemorrhage  is 
so  characteristic  that  it  can  easily  be  differentiated  from  that  aris- 
ing in  other  parts  of  the  genito-urinary  system.  When  the  seat  of 
the  hemorrhage  is  in  the  urethra,  a  few  drops  of  blood,  or  a  long 
narrow  clot,  followed  by  perfectly  clear  urine  is  quite  character- 
istic, but  after  micturition  one  will  be  able  to  press  out  a  drop  or 
two  of  blood  from  the  urethra,  or  they  may  be  voided  spontane- 
ously. 

When  a  renal  lesion  exists  the  urine  will  be  uniformally  red 
in  color,  because  there  has  been  an  almost  perfect  blending  of  the 
two  fluids,  but  in  neoplasms  of  the  bladder  the  urine  is  at  first  not 
mixed  with  the  blood,  or  only  slightly  so,  but  towards  the  end  of 
micturition  it  becomes  more  and  more  so,  and  the  last  part  voided 
may  consist  of  almost  pure  blood. 

Microscopically,  one  may  recognize  whether  the  source  of  the 
hemorrhage  is  in  the  kidney  or  bladder.  In  the  former  we  have 
the  so-called  shadows  of  the  red  corpuscles,  while  in  the  latter  they 
show  all  the  evidence  of  fresh  blood. 

The  amount  of  bleeding  depends  on  the  type  of  neoplasm;  if 
slender  villi  compose  the  growth,  bleeding  will  be  more  persistent 
and  repeated,  because  they  are  easily  torn  off,  while  in  the  fibrous 
form  of  papilloma  this  symptom  will  be  much  less  marked  on 
account  of  the  coarser  structure  of  the  growth.  Then,  again,  the 
seat  of  the  tumor  exercises  an  influence  on  the  hemorrhage  because 
papilloma  situated  at  the  urethral  orifice  is  certainly  more  prone 
to  bleed  than  when  developing  in  the  walls  of  the  bladder  on  ac- 
count of  the  greater  pressure  brought  to  bear  on  the  growth  in  the 
former  situation  during  micturition. 

Pain  is  another  symptom  frequently  occurring  in  papilloma  of 
the  bladder  and  may  be  present  at  an  early  stage  of  the  affection. 
It  is  dull  and  steady  in  the  region  of  the  perineum;  tenesmus  is  fre- 
quent, with  severe  stinging  sensation  in  the  urethra  and  glans, 
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which  is  more  particularly  severe  when  clots  or  bits  of  the  growth 
are  passed.   Painful  erections  may  also  trouble  the  patient. 

If  the  growth  has  a  long  pedicle  or  is  situated  near  the  orifice 
of  the  bladder  it  may  occlude  it  and  oblige  the  patient  to  resort 
to  various  attitudes  in  order  to  remove  the  obstruction.  Should 
the  neoplasm  develop  near  the  ureteral  orifices,  hydronephrosis  in 
one  or  both  kidneys  may  develop,  leading  to  serious  secondary 
lesions  of  the  organ,  and  death  has  been  known  to  take  place  from 
uremia. 

A  fairly  common  complication  of  papilloma  is  cystitis,  which 
can  arise  spontaneously  or  result  from  instrumental  interference; 
it  is  often  chronic,  producing  a  necrobiotic  change  in  the  growth, 
and  may  extend  to  the  kidneys. 

Bits  of  the  tumor  passed  with  the  urine  are  of  essential  import- 
ance for  diagnosis,  for  they  allow  one  to  conclude  with  certainty 
that  a  growth  exists,  but  they  do  not  always  throw  much  light  on 
the  nature  of  the  neoplasm,  because  in  many  instances  microscopic 
examination  cannot  differentiate  between  papilloma  and  carcinoma. 
The  reason  is  this,  that  there  are  to  be  found  in  the  midst  of  the 
tissue  spaces  filled  with  epithelium.  These  are  usually  narrow 
alveoli  and  thickly  filled  with  polymorphous  epithelium  which  at 
first  sight  gives  one  the  impression  of  carcinomatous  alveoli,  but 
close  examination  will  show  the  error.  In  larger  sections  including 
the  entire  growth,  it  at  once  becomes  evident  that  these  alveoli  are 
simply  transverse  sections  of  the  fissures  existing  between  the  villi 
and  consequently  account  for  mstakes  arising  in  the  examination 
of  bits  voided  in  the  urine,  for  here  the  tips  of  the  villi  and  rarely 
the  base  of  the  neoplasm,  is  obtained. 

From  the  presence  of  the  above  named  symptoms  one  can 
naturally  diagnosticate  a  tumor  of  the  bladder,  but  when  hema- 
turia, often  of  a  temporary  kind,  exists,  without  any  other  symp- 
tom, the  nature  of  the  case  is  more  difficult  to  recognize.  Palpa- 
tion is  usually  negative,  especially  when  the  growth  is  a  small,  soft 
villous  polypus,  but  irrigation  of  the  bladder  may  detach  some 
villi.  The  sound  is  of  little  value,  because  these  soft,  velvety 
growths  can  not  be  detached  by  it,  and  serious  hemorrhage  and 
infection  of  the  bladder  may  ensue  from  its  use. 

Cystoscopy  is  a  most  valuable  diagnostic  means,  for  with  it 
one  can  detect  a  bladder  neoplasm  in  its  early  stages,  as  well  as  its 
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exact  site.  Now,  without  wishing  to  underestimate  the  value  of 
the  cystoscope,  we  must  confess  that  it  can  not  be  relied  upon  in 
cases  of  papillomata,  because  that  part  of  the  trigonum  near  the 
urethral  orifice,  and  which  is  a  frequent  site  for  papilloma,  is  not 
readily  accessible  to  the  instrument.  And,  what  is  more,  a  good 
picture  can  not  be  obtained  on  account  of  the  bleeding  to  which 
these  growths  give  rise,  even  after  the  bladder  has  been  repeatedly 
washed  out  and  when  a  modern  instrument  with  irrigating  attach- 
ment is  employed. 

If  cystoscopy  fails,  or  can  not  be  resorted  to  for  any  reason, 
suprapubic  cystotomy  should  be  done  for  diagnosis,  and  since 
operative  treatment  can  be  carried  out  at  the  same  time,  this  pro- 
cedure is  quite  justified.  Dilatation  of  the  urethra  in  the  female 
and  digital  exploration  of  the  bladder  can  be  resorted  to,  but,  as 
we  have  elsewhere  pointed  out,  this  method  should  be  condemned 
unless  done  with  utmost  care,  on  account  of  permanent  incon- 
tinence to  which  it  may  give  rise. 

Of  late  many  different  opinions  have  been  emitted  as  to  the 
prognosis  of  papillomata  of  the  bladder  and  there  can  be  no  doubt 
that  these  growths  are  dangerous  to  life  in  the  highest  degree 
when  not  treated  by  operation.  If  the  patient  does  not  succumb 
to  the  repeated  hemorrhage,  the  complications  such  as  chronic 
cystitis,  infections  of  the  kidneys  or  malignant  transformation  of 
the  neoplasm,  will  sooner  or  later  lead  to  a  fatal  termination. 

That  there  have  been  instances  of  spontaneous  recovery  is  quite 
true,  but  they  are  so  rare  that  they  need  not  be  taken  into  consider- 
ation. In  one  case  observed  by  Reverdin,  there  was  frequent  spon- 
taneous hemorrhage  for  a  period  of  nine  years,  but  after  the  last 
attack  the  patient  voided  some  small  villi  measuring  2  c.  m.  in 
length,  which,  on  microscopical  examination,  proved  to  be  a  simple 
papilloma.  Nine  years  later  the  patient  was  still  well.  Then, 
again,  Ulzmann  has  recorded  three  cases  who  passed  polypi  from 
the  bladder  after  which  all  symptoms  ceased. 

The  prognosis  is  more  favorable  when  the  neoplasm  is  diag- 
nosed and  operated  on  in  its  early  6tage,  although  even  under  these 
circumstances  one  should  be  reserved  as  to  the  final  outcome,  on 
account  of  the  early  occurring  hemorrhages  and  cystitis.  These 
complications  can,  however,  be  guarded  against  in  the  majority  of 
cases  if  removal  of  the  neoplasm  is  undertaken  without  delay. 
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The  prognosis  of  operative  treatment  is  rendered  sombre  on 
account  of  the  great  tendency  of  papillomata  to  recur  and  in  this 
relation  a  most  instructive  example  has  been  reported  by  Fiitt, 
which  besides  the  serious  hemorrhages  had  other  complications, 
and,  after  being  operated  for  recurrence  seven  times,  finally  died. 
Graefe  relates  a  similar  unfortunate  case,  and  maintains  that  papil- 
loma of  the  bladder  has  an  absolutely  unfavorable  prognosis,  be- 
cause, in  his  opinion,  every  case  will  surely  terminate  in  recurrence 
of  the  neoplasm  and  death  later  on. 

To  formulate  such  conclusions  from  two  such  cases  would  be 
going  too  far.  In  Fiitt's  case  it  is  evident  that  he  was  not  dealing 
with  a  simple  papilloma,  for  he  admits  that  it  was  a  degenerative 
papilloma  of  the  bladder  walls  and,  as  was  proven  at  autopsy,  had 
existed  for  a  long  time.  Whether  or  not  Graefe  was  dealing  with 
a  similar  condition  of  affairs  can  not  be  said,  because  at  the  time 
the  case  was  published  the  bladder  had  not  been  examined  post- 
mortem. 

In  our  opinion  one  can  not  admit  that  in  this  case  there  was 
a  recurrence,  because  seven  years  intervened  before  symptoms 
again  made  their  appearance  and  it  is  more  than  probable  that 
new  papillomatous  growths  had  developed  at  other  points  of  the 
bladder,  but  not  in  the  site  of  the  tumor  removed  at  the  first  opera- 
tion. 

But  even  such  distinctly  unfavorable  cases  have  been  several 
times  cured  by  removal  of  the  entire  bladder,  the  ureters  being 
implanted  in  the  vagina,  urethra  or  rectum.  It  is  also  well  proven 
that  recurrences  are  most  frequent  when  a  portion  of  the  vesical 
mucosa  surrounding  the  base  of  the  neoplasm  is  not  removed  at 
the  same  time. 

To  sum  up  we  may  conclude  that  the  prognosis  of  papillomata 
of  the  bladder  when  left  to  themselves,  is  always  attended  by  seri- 
ous consequences,  often  leading  directly  to  death,  but  that  the 
operative  removal  of  these  tumors  is  attended  by  excellent  results. 
Should  the  vesical  mucosa  show  a  marked  propensity  toward  papil- 
lary growth,  excision  may  have  to  be  repeated  in  several  years  in 
all  probability,  and  frequently,  a  successful  outcome  results.  Con- 
sidering the  serious  aspect  of  the  affection,  operative  treatment 
alone  can  be  of  any  value  as  the  only  effective  therapeutic  measure, 
because  the  use  of  silver  nitrate  and  other  similar  substances  have 
only  a  temporary  success  as  far  as  hemorrhage  is  concerned. 
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In  the  female  the  removal  of  small,  pedunculated  papillomata 
may  be  successfully  done  by  the  urethra  and  without  any  very  great 
difficulty,  but  the  possibility  of  permanent  incontinence  must  never 
be  lost  sight  of.  I  believe,  however,  that  on  general  principles  this 
method  is  unsurgical,  for  the  reason  that  one  is  working  in  the 
dark,  and  if  the  urethra  is  dilated  to  the  extent  requisite  for  giving 
a  large  enough  operative  field,  permanent  incontinence  of  urine  is 
the  ordinary  inevitable  result,  and  for  this  reason  I  believe  that 
the  suprapubic  route  is  the  proper  one  to  select. 

Other  intravesical  operative  procedures  applied  to  the  male 
have  been  described  from  time  to  time,  such  as  Chismore's  aspi- 
ration with  a  metallic  catheter,  etc.,  but  all  such  methods  are  cer- 
tainly defective,  inasmuch  as  the  operation  is  performed  entirely 
in  the  dark.  On  the  other  hand,  Nitze's  cystoscopic  technique  is 
certainly  a  great  step  in  advance  over  the  older  manoeuvres  and 
although  this  distinguished  operator  has  recorded  thirty-one  cases 
in  which  he  obtained  excellent  results,  it  would  appear  that  this 
ingenious  invention  has  not  found  many  adherents. 

The  reasons  why  Nitze's  method  has  not  been  adopted  in  gen- 
eral, is  because  the  removal  of  a  large  papilloma  requires  a  num- 
ber of  sittings,  and  when  one  is  dealing  with  a  patient  already  in 
a  weakened  condition,  the  seances  can  only  be  undertaken  at  con- 
siderable intervals.  For  most  surgeons,  this  is  enough  to  deter 
them  from  undertaking  the  removal  of  a  papilloma  by  this  method, 
and  on  the  other  hand,  I  believe  that  the  majority  of  patients  would 
much  prefer  to  take  a  little  ether  and  have  the  neoplasm  removed 
at  once  and  for  all,  than  to  be  continually  tampered  with. 

I  would  also  point  out  that  Nitze  himself  admits  that  accidents 
may  occur  during  or  after  the  execution  of  these  intravesical  opera- 
tions, such  as  severe  hemorrhage  or  cystitis,  irritation  of  the  kid- 
ney or  its  pelvis,  as  well  as  febrile  disturbances  which  simply  mean 
a  septic  condition;  and  last  but  not  least,  prostatitis  or  epididymitis 
have  been  known  to  supervene.  On  another  occasion  Nitze  says 
that  severe  hemorrhage  from  the  growth,  severe  cystitis,  a  small 
bladder,  etc.,  will  render  the  intravesical  operation  impossible,  and 
if  the  neoplasm  is  of  large  size  or  when  there  are  several  growths, 
the  execution  of  the  operation  is  extremely  difficult. 

Now,  if  such  an  expert  as  Nitze  himself  is  in  these  matters 
admits  such  difficulties  in  the  operation,  it  is  quite  natural  that  the 
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average  operator  will  select  another  technique  on  which  he  can  rely 
with  practically  perfect  security.  It  is  evident  that  many  of  the 
present  defects  in  Nitze's  method  may  be  removed  by  the  improve- 
ment in  the  instruments,  so  that  the  future  of  the  procedure  may 
be  bettered,  but  for  the  present  it  would  appear  that  its  applica- 
tion is  extremely  limited. 

In  opposition  to  intravesical  operations,  we  have  three  tech- 
niques by  which  the  tumor  may  be  exposed  and  removed.  The 
first  and  oldest  of  these  is  Thompson's  median  perineal  incision, 
which,  at  the  present  time  has  lost  its  diagnostic  value  on  account 
of  the  general  use  of  the  cystoscope,  while  its  therapeutic  import- 
ance for  the  removal  of  papilloma  is  practically  nil,  but  its  applic- 
ability for  the  removal  of  calculi  may  be  still  reserved  for  certain 
cases.  This  procedure  may  give  satisfactory  results  to  a  few  picked 
operators,  but  it  is  to  be  doubted  whether  it  will  ever  be  generally 
employed,  because,  on  the  one  hand,  there  is  always  considerable 
danger  of  accidentally  wounding  the  bladder,  and  secondly,  one 
never  can  be  sure  that  he  has  completely  removed  the  growth. 
The  demands  of  modern  surgery  that  the  field  of  operation  should 
be  freely  exposed  will  certainly  place  this  method  in  the  back- 
ground, more  especially  so,  when  one  recollects  the  great  possibility 
of  hemorrhage  during  the  operation  and  the  very  great  difficulty 
one  would  meet  with  in  controlling  it  through  the  perineal  incision. 

Colpocystotomy  for  the  removal  of  papilloma  in  the  female 
bladder  has  only  a  limited  field  of  usefulness.  The  operation  is 
impossible  when  the  vagina  is  small  and  also  when  the  tumor  grows 
from  the  anterior  wall  of  the  bladder.  Then  again,  large  sized 
growths  can  only  be  removed  by  this  route  with  difficulty,  and  then 
only  by  resorting  to  morcellation. 

Suprapubic  cystotomy  is  in  all  probability  the  method  now  gen- 
erally employed  for  the  removal  of  papillomata  or  other  vesical 
growths.  Combined  with  Trendelenburg's  position  it  fulfills  all 
the  requirements  for  the  complete  exposure  of  vesical  neoplasms, 
because  a  complete  view  of  the  entire  cavity  of  the  bladder  can  be 
obtained,  and  all  parts  are  accessible  to  operative  manipulations. 
There  is  no  doubt  in  my  mind  that  by  this  route  the  greatest  conve- 
nience and  security  are  to  be  obtained,  and  as  far  as  hemorrhage 
is  concerned,  there  is  no  other  technique  which  gives  such  absolute 
security  as  this  one. 
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The  defective  points  in  the  operation  are:  first,  the  danger  of 
opening  the  peritoneum,  and  secondly,  urinary  infiltration  of  the 
pelvic  cellular  tissue,  but  the  progress  of  surgery  has  practically 
done  away  with  the  first  danger  so  that  should  the  peritoneum  be 
opened  it  can  be  immediately  closed  and  no  ill  result  is  apt  to  ac- 
crue. The  dangers  of  infiltration  of  urine  can  be,  I  believe,  easily 
avoided  by  proper  drainage. 

It  would  also  seem  to  me  from  a  very  large  experience,  that  the 
transverse  incision  is  far  more  preferable  than  the  median  one,  and 
in  corpulent  patients  it  certainly  gives  a  far  more  extensive  field 
of  operation. 

To  render  the  bladder  more  ready  of  access,  the  injection  of 
air  is,  to  my  mind,  better  than  sterile  liquid,  because  when  the  latter 
runs  out  through  the  abdominal  wound,  it  inundates  the  entire  field 
of  operation,  and  if  the  bladder  is  infected,  the  liquid  carries  the 
agents  of  infection  with  it,  which  may  infect  the  cellular  tissue. 
Petersen's  rectal  bag  should  never  be  employed. 

The  removal  of  the  papilloma,  whether  pedunculated  or  not, 
should  include  the  removal  of  a  certain  amount  of  mucous  mem- 
brane around  the  base  of  the  growth,  followed  by  a  careful  sutur- 
ing of  the  resulting  defect.  Some  surgeons  are  satisfied  with  simply 
ligating  the  pedicle,  cutting  off  the  growth  and  then  applying  the 
thermocautery  to  the  stump,  but  this  procedure  is  not  safe,  because 
one  can  never  tell  whether  the  growth  has  commenced  to  undergo 
malignant  transformation,  and  in  its  removal  it  is  more  prudent 
to  assume  the  possibility  of  malignancy. 

Regarding  the  dangers  of  purulent  infection  of  the  prevesical 
cellular  tissue,  I  believe  with  Kraske,  that  the  use  of  the  permanent 
catheter  is  not  alone  sufficient  and  that  unless  the  bladder  is  free 
from  cystitis,  it  is  all  important  to  obtain  free  drainage.  If,  how- 
ever, the  urine  is  apparently  aseptic,  the  bladder  and  the  abdomi- 
nal wound  should  be  closed  by  a  careful  suturing  and  the  bladder 
drained  by  the  use  of  the  permanent  catheter. 

To  effect  a  perfect  drainage  of  the  suprapubic  wound,  the  use 
of  iodoform  gauze  loosely  packed  in  and  changed  daily  is,  to  my 
mind,  the  proper  way,  and  secondary  union  will  quickly  follow. 
The  resulting  cicatrix  is  firm  and  urinary  infiltration  is  avoided. 
This  manner  of  drainage  is  to  be  recommended  in  cases  of  purulent 
cystitis  and  in  fact  after  all  operations  where  bladder  drainage  is 
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required  for  a  short  time  following  an  operation.  Combined  with 
this,  the  use  of  a  permanent  catheter  should  be  resorted  to  as  long 
as  the  patient  can  comfortably  bear  it  and  its  presence  in  the 
urethra  gives  rise  to  no  untoward  symptoms. 


LAVAGE  IN  THE  TREATMENT  OF  DISEASES  OF  THE 

KIDNEYS. 

By  F.  M.  Johnson,  M.  D.,  Boston,  Mass. 

IN  presenting  this  brief  communication  regarding  the  benefit 
to  be  derived  from  lavage  of  the  kidneys,  I  am  aware  that 
many  of  my  esteemed  colleagues  consider  it  an  unnecessary 
and  unwise  procedure.  The  older  methods  ordinarily  employed 
in  cases  of  kidney  lesion,  as  rest  in  bed,  restricted  diet,  drugs,  me- 
dicinal waters,  the  interdiction  of  active  business  life  or  household 
duties,  and  change  of  climate  and  scenery,  are  looked  upon  as  a 
safer  and  more  efficient  routine.  Personal  experience  in  the  em- 
ployment of  lavage  covering  a  relatively  brief  period  of  time  and 
consequently  limited  to  a  moderate  number  of  cases  may  be  looked 
upon  as  proving  little.  Enough  can  be  said,  however,  to  stimu- 
late investigation  and  trial  of  the  measure  in  question.  Thus  to 
present  the  method  to  the  profession  and  to  urge  the  general  adop- 
tion of  this  addition  to  our  armamentarium  for  combating  renal 
lesions,  is  the  object  of  this  paper. 

Though  the  treatment  of  diseases  of  the  kidneys  by  lavage  of 
these  organs  is  comparatively  recent  in  origin,  the  theoretic  stage 
has  passed  and  satisfactory  clinical  results  are  obtained  by  those 
who  follow  out  the  plan  with  care.  If  these  observers  were  over- 
enthusiastic  young  practitioners  alone,  it  could  well  be  claimed 
that  much  more  time  is  necessary  to  decide  the  matter  and  that 
early  conclusions  might  need  to  be  reversed.  But  the  great  ma- 
jority of  those  who  believe  in  and  practice  lavage  of  the  kidneys 
are  those  who  for  years  have  made  ineffectual  trial  of  internal 
remedies.  The  patients  whose  histories  are  recorded  in  this  paper 
had  already  run  the  gamut  of  the  ordinarily  recognized  therapeu- 
tic systems  of  the  various  so-called  schools  of  medicine.  I  feel 
certain  that  in  these  cases  no  suggestions  from  me,  respecting  diet, 
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internal  medication  or  general  measures,  could  have  brought  about 
results  more  favorable  than  those  already  obtained. 

The  alleviation  of  distressing  symptoms  and  partial  or  com- 
plete restoration  to  a  state  of  health  must,  I  believe,  have  been  due 
solely  to  the  added  beneficial  effects  of  lavage  of  the  kidneys  and 
bladder.  The  condition  of  those  organs,  as  demanding  local  treat- 
ment, was  determined  by  the  most  careful  clinical  and  cystoscopic 
observations  and  by  microscopic  examination  of  the  urine. 

Of  marked  interest  are  the  cases  in  which  the  diagnosis  of 
pyelitis  has  been  made.  In  this  condition  frequency  of  micturition 
may  be  pronounced  and  is  of  special  importance  in  the  diagnosis. 
Often  associated  with  it  is  the  presence  in  the  urine  of  uric  acid 
crystals  and  the  separate  urines  will  be  found  slightly  turbid  when 
viewed  in  test  tubes  immediately  after  withdrawal  from  the  kid- 
neys. The  bladder  also  frequently  shows  signs  of  catarrhal  in- 
flammation of  the  mucosa.  If  pyelitis  receives  no  treatment,  it 
produces  irritative  or  inflammatory  changes  higher  in  the  kidneys 
and  thus  assumes  a  more  dangerous  character.  It  is  therefore 
highly  desirable  that  treatment  be  instituted  before  the  inflamma- 
tion has  extended  beyond  the  pelvis;  in  other  words,  when  com- 
plete cure  is  a  possibility.  From  the  histories  of  cases  so  treated 
it  will  be  seen  that  the  majority  of  patients  are  quickly  relieved  by 
lavage  of  the  bladder  and  kidneys.  Frequency  of  micturition  may 
materially  lessen  after  the  first  cystoscopic  interference.  In  the 
urine  uric  acid  crystals  become  fewer,  epithelial  cells  diminish  in 
number,  and  cylindroids  and  mucus  lessen  or  disappear.  In  a 
number  of  cases  where  oxaluria  or  lithaemia  was  the  causative  ele- 
ment in  the  production  of  symptoms  complained  of  by  the  patients 
presenting  themselves  for  treatment,  marked  improvement  fol- 
lowed the  first  lavage.  Later,  annoying  aches  and  pains  entirely 
disappeared,  signs  of  gastric  irritation  as  typified  in  the  multitude 
of  uncomfortable  or  painful  manifestations  of  nervous  indigestion, 
so  called,  were  eradicated.  For  a  rebellious  and  tired-out  physical 
state  a  sense  of  general  well-being  was  substituted.  Appropriate 
internal  medication  certainly  did  its  share  in  producing  alleviation 
of  symptoms,  but  the  desired  result  came  much  more  quickly  by 
reason  of  lavage.  In  several  instances  but  one  or  two  thorough 
local  treatments  were  necessary.  The  majority  of  patients  thus 
treated  were  women;  in  them  lavage  is  specially  applicable,  as, 
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when  carefully  performed,  it  is  without  pain  or  even  discomfort. 
This  point  is  of  importance,  as  the  cases  reported  were  met  with 
in  private  practice,  and  here  the  strongly  marked  nervous  types 
are  encountered;  for  this  reason  the  physician  here  meets  more 
objections  to  the  treatment  than  he  would  from  hospital  patients. 

If  then  pyelitis  can  be  influenced  by  the  local  application  of 
remedies,  good  results  should  also  be  expected  from  carefully 
carrying  out  the  same  procedure  in  the  more  severe  inflammatory 
lesions  of  the  kidney  itself.  Clinical  experience  bears  out  this  sup- 
position. In  parenchymatous  nephritis  lavage  many  times  pro- 
duces wonderful  results.  When  the  process  is  ascending  in  char- 
acter, restoration  to  health  can  follow;  when  descending,  allevia- 
tion is  possible.  From  close  observation  of  many  cases  in  which 
examinations  of  the  separate  urines  were  made  and  recorded,  it 
appears  fair  to  deduct,  from  the  gradually  improved  microscopic 
findings  and  the  marked  gain  in  the  physical  condition  of  the  pa- 
tients, that  the  thorough  washing  out  of  the  kidneys  proved  it- 
self a  remedial  agent  and  adjuvant  of  great  value. 

The  essential  points  in  performing  lavage  of  the  kidneys  are 
carefulness,  accuracy,  thoroughness,  and  perfect  antiseptic  precau- 
tions in  executing  each  minute  detail  in  this  surgical  procedure. 
If  care  be  taken  and  moderately  blunt  pointed  catheters  employed, 
no  signs  of  trauma  as  a  result  of  the  instrumentation  can  be  dis- 
covered. The  cystoscope  is  now  so  well  known  that  a  description 
of  it  or  statements  concerning  methods  of  its  manipulation  are  un- 
necessary. At  the  present  time  the  local  medications  appearing  to 
yield  the  best  results  are  solutions  of  silver  nitrate,  protargol,  nar- 
gol,  or  other  of  the  silver  salts,  in  a  warm  saturated  solution  of 
boracic  acid  as  a  vehicle.  At  first  mild  strengths  should  be  em- 
ployed, followed  later  by  gradually  increasing  proportions.  The 
internal  remedies  to  be  employed  in  each  case  in  connection  with 
lavage  of  the  kidneys  must  be  determined  by  the  existing  condi- 
tions and  also  by  the  principles  based  on  personal  experience  of 
each  physician. 

In  .support  of  these  general  statements  regarding  the  effect  of 
lavage  of  the  kidneys  a  series  of  cases  are  herewith  cited.  They 
have  been  selected  from  a  larger  list  because  in  each  the  time  since 
treatment  has  been  sufficient  to  ensure  the  permanency  of  the  re- 
sults.   Facts  alone  are  stated  and  the  plea  for  lavage  must  rest 
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solely  upon  the  beneficial  effects  recorded.  Unless  mistakes  have 
been  made  in  interpreting  both  cystoscopic  and  microscopic  find- 
ings, the  only  conclusion  that  fairly  can  be  drawn  is  that  the  pro- 
cedure in  question  possesses  merits  which  bespeak  for  it  a  thorough 
trial.  A  number  of  similar  cases  have  been  grouped,  while  others 
are  considered  separately  in  order  to  emphasize  certain  points  of 
prominence. 

Cases  I.  to  VI.,  all  females,  ages  from  24  to  49  years.  Urine: 
Sp  Grav.  ranged  from  1.016  to  1.026;  no  albumin,  no  sugar. 
Microscopic  findings,  a  few  red  blood  cells,  few  pus  corpuscles, 
some  with  fat  globules,  epithelial  cells  from  pelvis  of  kidney  and 
ureter  and  at  times  from  convoluted  tubules.  Uric  acid  crystals 
and  gravel,  amorphous  urates,  some  mucus,  cylindroids,  no  casts. 
Examination  of  separate  urines  showed  them  essentially  similar, 
though  at  times  one  kidney  was  evidently  more  irritated  than  the 
other.  Symptoms:  Pain  in  the  back,  headache,  indigestion,  ut- 
terly worn  out  feeling,  varied  nervous  phenomena.  Diagnosis: 
Mild  cystitis,  mild  pyelitis,  irritation  of  the  kidneys  by  uric  acid 
crystals  and  concretions.  These  six  cases  responded  to  the  first 
lavage  and  none  of  them  required  more  than  a  few  thorough  treat- 
ments. All  were  discharged  as  cured.  The  patients  now  look  bet- 
ter, have  gained  in  weight,  and  few  require  internal  medication. 
The  urines  are  again  normal  and  there  has  been  no  return  of  any 
of  the  symptoms  formerly  presented. 

Cases  VII.  to  XVI.,  seven  females,  three  males;  ages  from  25 
to  52  years.  Diagnosis:  Lithaemia  causing  chronic  catarrhal 
pyelonephritis  and  with  this  a  mild  chronic  cystitis.  All  the  men 
in  this  list  had  prostatic  hypertrophy.  The  urines  were  acid,  of 
rather  high  specific  gravity,  1.022  to  1.032,  traces  of  albumin, 
no  sugar.  Microscopic  findings,  uric  acid  crystals  and  gravel,  oxa- 
late of  lime  crystals,  octahedral  and  dumb-bell  forms,  red  blood 
cells,  pus  corpuscles,  epithelium  from  convoluted  tubules,  ureters 
and  bladder,  mucus,  cylindroids,  and  so-called  urate  casts.  Symp- 
toms: Frequent  urination  day  and  night.  All  the  usual  symptoms 
of  lithaemia.  Each  patient  has  been  relieved  and  certain  ones  cured 
by  lavage.  In  the  former  the  microscopic  findings  are  becoming 
less  characteristic  and  decided  gains  are  being  shown. 

Case  XVII.  Mr.  H.,  age  61.  For  two  years  had  been  confined 
to  the  house  suffering  from  headache,  backache,  nausea,  vomiting, 
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weak  heart  action,  dropsy,  loss  of  appetite  and  indigestion.  Had  an 
enlarged  prostate  and  urethral  stricture.  Dilation  cured  the  stric- 
ture. When  the  cystoscope  could  be  used  the  bladder  was  found 
to  be  congested  and  the  ureters  were  out  of  normal  position.  The 
mixed  urine  contained  epithelial  cells  from  pelvis,  convoluted  and 
straight  collecting  tubules  of  the  kidney,  the  ureters  and  bladder 
in  more  than  moderate  quantities.  Hyaline  granular,  epithelial 
granular,  and  granular  fatty  casts  were  present  in  fair  numbers, 
mucus,  cylindroids  and  uric  acid  crystals  and  gravel  were  abun- 
dant. No  sugar,  albumin  o.i  of  one  per  cent.  Diagnosis:  Chronic 
parenchymatous  nephritis,  chronic  catarrhal  cystitis,  hypertrophy 
of  prostate.  Lavage  was  given  sixteen  times.  The  casts  and 
albumin  have  now  disappeared  from  the  urine  and  epithelial  cells, 
red  blood  cells  and  pus  corpuscles  have  decreased.  Patient  has 
gained  sixteen  pounds  of  solid  flesh.  He  has  resumed  work,  takes 
no  medicine  for  the  heart  and  cystoscopic  interference  causes  no 
trouble.  Acne  rosacea,  which  was  well  marked  at  first,  has  en- 
tirely disappeared.  Appetite  is  good  and  the  man  generally  is  in 
far  better  health  than  he  has  been  for  years. 

Case  XVIII.  Mrs.  S.,  age  50.  History  of  having  been  con- 
fined to  the  house  for  two  years.  Swelling  of  the  hips  and  legs 
was  first  symptom  complained  of  and  but  few  subjective  symptoms 
appeared.  To  reduce  the  swelling  she  had  taken  almost  every 
known  remedy.  At  first  examination  the  urine  showed  0.5  per 
cent  albumin  and  numerous  casts,  hyaline  granular,  epithelial 
granular,  and  granular  fatty;  fatty  epithelial  cells  were  also  pres- 
ent. After  the  first  lavage  patient  was  able  to  go  to  the  city  for 
treatment.  Continued  lavage  reduced  the  albumin  to  0.2  per  cent, 
but  had  no  effect  upon  the  dropsy.  At  one  time  another  consultant 
was  called  and  lavage  was  omitted,  with  the  effect  of  increasing 
albumin.  The  patient  has  now  been  under  observation  six  months, 
the  wonder  being  that  she  lives  and  keeps  as  comfortable  as  she 
does.  Lavage  certainly  benefits  her  greatly  in  holding  unpleasant 
symptoms  in  check.  A  cure  is  impossible,  but  marked  alleviation 
is  secured.  Here  the  procedure  is  demanded  and  exerts  influence. 
Recent  examination  of  the  separate  urines  shows  a  slight  improve- 
ment, which  is  really  more  than  could  be  expected. 

Case  XIX.  Mr.  N.,  age  22.  Oxaluria  with  mild  chronic 
parenchymatous  nephritis.    No  subjective  symptoms  and  history 
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shows  no  causative  element.  Separate  urines  exhibit  same  condi- 
tion as  in  mixed  specimen.  One  lavage  with  internal  treatment 
produced  a  change  for  the  better.  After  each  succeeding  lavage 
oxalate  of  lime  crystals  are  becoming  fewer  and  casts  and  epithelial 
cells  are  also  diminishing  in  number.  Patient  looks  better  and  is 
gaining  in  strength. 

Case  XX.  Mr.  L.,  age  42.  History  of  pain  in  right  side  of 
back  for  four  years,  relief  being  obtained  only  by  injections  of 
morphine.  Diminished  appetite,  impaired  digestion,  restless 
sleep,  loss  of  flesh  and  strength.  Mixed  urine  indicated  chronic 
pyelonephritis  and  cystitis,  many  pus  corpuscles  and  epithelial  cells 
being  present.  There  was  also  a  large  amount  of  uric  acid.  Kidneys 
were  catheterized  with  extreme  difficulty,  this  being  particularly 
true  of  the  right,  as  the  ureter  contained  a  stricture.  The  urine 
from  the  left  was  fairly  clear  and  amber  in  color,  the  kidney  show- 
ing a  mild  catarrhal  pyelonephritis.  Urine  from  the  right  was 
almost  milky  in  color,  the  inflammation  being  suppurative  in  char- 
acter. Pus  gushed  from  this  ureter  after  the  catheter  was  with- 
drawn. Since  the  first  lavage  there  has  been  no  pain  in  the  right 
side,  anodynes  being  unnecessary.  Patient  has  worked  every  day, 
has  gained  flesh  and  strength,  and  has  no  troublesome  symptoms. 
The  left  kidney  is  almost  normal  again.  Pus  from  the  right  has 
greatly  diminished  and  a  cure  now  seems  possible.  Lavage  was 
at  first  performed  weekly,  but  now  only  once  in  two  weeks.  In- 
ternal treatment  has  been  of  a  mild  character. 

Case  XXI.  Mrs.  C,  age  43.  Lithaemia.  The  diagnosis  ren- 
dered was  chronic  catarrhal  pyelonephritis  with  acute  exacerba- 
tion, chronicity  being  well  shown  by  fat  globules  in  the  epithelial 
cells.  Separate  urines  showed  both  kidneys  to  be  in  a  similar  con- 
dition. Patient  has  made  an  almost  complete  recovery  after  thor- 
oughly washing  out  of  the  kidneys  seven  times.  Feels  better  than 
for  many  years.  Tonics,  exercise  and  stimulating  hypodermic  in- 
jections also  seemed  of  use  in  this  case. 

Case  XXII.  Mrs.  K.,  age  38.  Patient  looked  ill  and  com- 
plained of  every  known  symptom.  She  was  utterly  discouraged, 
wearied  with  physicians  and  herself,  and  wished  to  die  and  end 
matters.  The  condition  of  the  bladder  was  most  interesting. 
Blood  vessels  were  well  marked  and  small,  red,  berry-like  projec- 
tions were  visible  in  every  portion.   Left  ureter  was  fairly  normal 
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in  appearance;  the  orifice  of  the  right  was  swollen  and  from  It 
gushed  tiny  streams  of  blood.  Various  types  of  epithelial  cells 
but  no  casts  were  found  in  the  urine.  The  history  of  the  case  and 
the  bladder  findings  were  suspiciously  like  tuberculosis  but  tubercle 
bacilli  have  not  as  yet  been  found.  Lavage  of  the  bladder  and 
kidneys  has  been  productive  of  marked  benefit,  this  being  all  that 
can  be  said  at  the  present  time. 

In  this  short  series  a  variety  of  cases  has  been  presented  to 
show  the  diverse  character  of  lesions  that  are  amenable  to  the 
treatment  under  consideration.  The  histories  are  necessarily  in- 
complete in  a  brief  paper.  Lavage  most  surely  has  been  attended 
with  no  evil  results  and  in  the  large  majority  of  cases  cited  has 
proven  a  factor  of  great  alleviation  or  curative  value.  As  a  re- 
sult of  my  experience  with  this  measure  the  following  statements 
and  conclusions  seem  justified: 

1.  Internal  medication  alone  is  not  sufficient  in  treating  many 
diseases  of  the  kidney. 

2.  Lavage  of  the  kidneys  can  be  earnestly  recommended  as  a 
safe  and  efficient  adjuvant. 

3.  Many  stubborn  cases  of  lithasmia  quickly  yield  to  this 
measure. 

4.  In  severe  types  of  inflammatory  lesion  of  the  kidneys  alle- 
viation is  always  possible  and  complete  cure  may  be  accomplished. 

5.  Fluids  employed  in  lavage  should  be  of  proper  tempera- 
ture and  injected  slowly  in  small  quantities.  The  strength  should 
gradually  be  increased. 

6.  Every  precaution  demanded  in  a  major  operation  should 
be  carefully  observed  in  this  manipulation. 
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Paris,  1904.     Ref.  La  Presse  Medicale,  Sept.  14,  1904,  p.  588.) 
The  author  studies  acute  Cowperitis.    This  is  nearly  always  blennorrhagic,  but 
sometimes  also  of  urethral  origin ;    it  is  follicular  or  parenchymatous,  limited  or 
diffuse.    Recovery  is  the  rule.    Treatment  consists  in  making  an  incision. 

Treatment  of  the  Venereal  Bubo. — By  Dr.  Hermann.  {Aertzliche  Cenlral- 
zeitung,  Nr.  35,  1904,  p.  501.) 
After  disinfection  of  the  inguinal  region  the  bubo  is  punctured  with  a  bistury, 
deep  enough  to  reach  the  nidus  of  pus.  The  skin  around  the  field  of  operation  is 
covered  with  sublimate  compresses  and  the  pus  is  carefully  pressed  out.  A  ten  per 
cent,  emulsion  of  iodoform-glycerine  is  then  injected  into  the  cavity  of  the  abscess. 
The  injection  is  repeated  several  times  when  a  compress  is  laid  upon  the  wound, 
care  being  taken  that  the  cavity  contains  the  fluid  injected. 

Experimental  Researches  upon  the  Bacilli  and  Toxin  in  the  Sperma  of  Tu- 
berculous Animals. — By  Dr.  A.  Malfucci.    (Rivista  crit.  di  clin.  Medica, 
1902,  No.  7.    Ref.  Le  Progres  Medical,  September  17,  1904,  p.  187.) 
The  subject  of  hereditary  tuberculosis  has  been  much  discussed.    In  the  mean- 
time several  facts  are  admitted,  among  others  that  the  sperma  of  tuberculous  animals 
sometimes  contain  tubercle  bacilli.    The  sperma  contain  also  the  tuberculous  toxin. 

Hetralin,  A  New  Internal  Urinary  Antiseptic. — By    Dr.     Ludwig  Ebstein. 
(Deutsche  Medizinische  IVochenschrift,  August  25,  1904,  p.  1268.) 
The  writer  has  used  Hetralin  in  eight  cases  and  has  recommended  it  highly  as 
a  urinary  antiseptic  as  the  result  of  his  experiments. 

A  Contribution  to  the  Recognition  of  the  Contents  of  Urea  of  Human  Urine 
and  to  the  Method  of  Estimating  the  Same.— By     Dr.     Fr.  Erben. 
(Zeitschrift  fur  Physiol.  Chem.,  Bd.  38,  p.  544.) 
O.  Moor  asserted  that  the  urea  of  human  urine  was  accompanied  by  considerable 
amounts  of  a  fatty  substance;   therefore  the  writer  had  examined  urea  and  found 
that  the  same  contained  at  most  1-2  per  cent,  of  inorganic  constituents.    For  clinical 
purposes,  the  writer  considers  Schondorff's  method  for  the  estimation  of  urea  too 
ceremonious,  and  therefore  recommends  the  procedure  of  Morner-Sjoqvist  or  of 
Liebig-Pfliiger. 

Unique  Case  of  Floating  Kidney  in  Which  Nephrorrhaphy  Was  Success- 
fully Performed.— By  David  Newman,  M.  D.    (British  Medical  Journal, 
June  18,  1904,  p.  1415.) 
The  author's  case  was  the  first  one  in  which  nephrorrhaphy  was  performed  for  a 
mobile  kidney  with  a  mesonephron. 

209 


2io      AMERICAN  JOURNAL  OF  UROLOGY. 


The  Internal  Treatment  of  Gonorrhea  with  Particular  Reference  to  the  New 
Antigonorrhoic,  Gonosan. — By  Dr.  M.  Lubowski.    {Fortschritte  der  Medi- 
zin,  September  10,  1904,  p.  973.) 
Gonosan  is  given  in  the  form  of  capsules.    The  list  of  authors  who  have  tried 
this  new  means  of  internal  medication  for  gonorrhea  is  given. 

The  Segregator  of  Luys  and  the  Separation  of  Indigo-Carmine  through  the 
Kidneys. — By  Dr.  F.  Suter.    (Corrcspondenz-Blatt  fur  Sckiveizer  Aerzte, 
September  15,  1904,  p.  585.) 
Theoretically,  the  catheterization  of  the  ureters  is  an  ideal  method  of  making  a 
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Cathelin  and  Luys.  Indigo  carmine  is  preferred  to  methylene  blue  in  testing  the 
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Nonne  gives  the  history  of  a  mother  and  two  daughters  who  were  affected  with 
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the  youngest  child  was  born. 
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EDITORIAL 

TREATMENT  OF  TUBERCULOSIS  OF  THE  GENITO- 
URINARY ORGANS  BY  THE  X-RAY  AND 
HIGH-FREQUENCY  CURRENTS. 

HIGH-FREQUENCY  currents,  introduced  into  the  realm 
of  practical  therapeutics,  have  been  warmly  indorsed 
by  Tesla,  d'Arsonval,  and  others,  and  extensive  ex- 
periments have  been  made  which  prove  beyond  doubt  that 
remarkable  results  may  be  obtained  in  the  alleviation  of  some 
diseases,  although  the  action  of  such  currents  is  almost  as  obscure 
as  our  knowledge  concerning  the  origin  of  life,  or  what  electricity 
really  is.  While  many  obscure  points  regarding  their  modus 
operandi  still  remain,  it  is  understood  that  they  produce  a  general 
electrification  of  the  cells  of  the  whole  body,  so  that  their  effect  is 
that  of  a  general  therapeutic  agent.  The  distinguishing  character- 
istic of  electrical  currents  of  high  frequency  and  high  potential  is 
that  they  cause  no  action  on  the  motor  or  sensory  nerves,  so  that 
the  patient  should  not  be  conscious  of  the  passing  of  these  currents 
through  the  body. 

As  far  as  tuberculosis  is  concerned,  high-frequency  currents  act 
upon  the  tubercle  bacilli  themselves,  by  making  them  pursue  the 
same  course  as  if  they  were  under' the  X-rays.  The  bacilli  at  first 
rapidly  increase  in  number,  and  show  a  tendency  to  form  clumps; 
then  they  gradually  diminish  in  number  and  become  paler  in  color. 
Therefore,  there  can  be  no  doubt  that  the  X-rays  stimulate  them 
to  overgrowth,  and  only  affect  them  adversely  by  the  attenuation 
resulting  from  such  overgrowth.  Experience  has  shown  that  the 
same  result  is  accomplished  by  high-frequency  currents.  After 
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their  increase  in  number  the  bacilli  become  short  and  stumpy;  later 
they  begin  to  decrease  in  number,  and  finally,  when  the  patient  is 
obviously  getting  better  in  every  respect,  they  may  cease  entirely. 
Then  they  may  reappear  in  the  sputum  after  weeks  of  absence. 

The  effects  of  the  high-frequency  currents  on  the  individual 
cells  of  the  body  we  can  judge  of  by  the  increase  in  appetite  and 
digestive  power,  in  consequence  of  which  the  patient  gains  in 
weight.  The  general  improvement  of  the  cells  probably  makes 
them  more  resistant  to  the  invasion  of  tubercle  bacilli ;  but  whether 
the  vitality  of  the  bacilli  is  lowered,  or  whether  the  raising  of  the 
vitality  of  the  cells,  or  a  combination  of  both,  is  at  work,  we  do 
not  know.  In  the  majority  of  cases  observed,  the  leucocytes  were 
greatly  increased  in  number  during  the  treatment.  In  some  in- 
stances the  temperature  is  the  first  thing  affected,  the  evening  rise 
becoming  greater  and  the  morning  fall  less. 

In  tuberculosis  of  the  urinary  organs  some  patients  show  a 
simultaneous  extension  of  the  disease  over  the  entire  urinary  tract. 
In  other  cases  one  or  more  organs  only  may  be  involved.  The 
prostate,  the  testicle,  the  bladder,  are  attacked  separately;  also  the 
kidney,  but  more  rarely.  Tuberculosis  of  the  urinary  tract  is 
primary  or  secondary,  but  primary  involvement  is  very  common. 
Infection  occurs  in  many  ways.  Through  the  general  circulation 
the  bacilli  may  come  from  the  blood,  or  they  may  invade  through 
the  mucous  tract;  and  in  this  case  the  infection  travels  from  below 
above,  from  the  bladder  to  the  kidney  (ascending  infection),  or 
from  above  below,  from  the  kidney  to  the  bladder  (descending 
infection).  Tuberculosis  of  the  vas  deferens  and  epididymis  is 
nearly  always  accompanied  by  tuberculosis  of  the  prostate,  which 
becomes  resistant  and  indurated.  The  seminal  vesicles  are  nodu- 
lated, and  the  lesions  of  the  prostrate  and  seminal  vesicles  occur 
first.  Their  presence  should  put  the  clinician  on  his  guard,  as  they 
often  announce  the  near  invasion  of  the  testicle  by  tuberculosis. 
The  origin  of  the  invasion  may  be  sanguineous  (in  certain  in- 
stances the  presence  of  bacilli  around  the  vessels  may  be  deter- 
mined), or  in  the  mucous  membrance  of  the  urethra. 

Now,  if  we  have  a  tuberculous  testicle,  why  remove  it?  The 
prostate  and  seminal  vesicles  are  more  diseased  than  the  testicles. 
One  cannot  possibly  think  that  partial  intervention  in  removing 
the  epididymis  can  accomplish  much.    Total  castration  must  be 
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rejected.  As  the  origin  of  the  invasion  of  the  prostate  is  san- 
guineous, the  removal  of  the  prostrate  cannot  possibly  prevent  the 
extension  and  generalization  of  the  disease.  As  far  as  the  bladder 
is  concerned,  what  good  can  surgical  treatments  accomplish?  If 
the  infection  is  operated  upon  by  means  of  the  mucous  tract,  parts 
of  the  mucosa  may  be  removed.  The  infection,  however,  is  rarely 
of  mucous  origin.  It  has,  therefore,  been  found  necessary  to  aban- 
don surgical  treatment,  and  to  be  content  with  medical,  in  a  large 
percentage  of  cases.  Clinical  experience  has  demonstrated  that 
the  best  results  are  obtained  by  therapeutic  means.  Now,  inasmuch 
as  fresh  air  and  an  outdoor  life  have  proved  of  signal  service  in 
many  of  the  cases  of  urinary  tuberculosis,  it  would  seem  but  rea- 
sonable that  the  X-rays  and  high-frequency  currents,  by  stimu- 
lating the  cells  of  the  entire  body,  must  have  a  sphere  of  usefulness 
in  genito-urinary  tuberculosis,  particularly  of  the  prostate,  as  an 
aid  to  our  hygienic  dietetic  prescriptions. 


A  NEW  METHOD  FOR  THE  DETECTION  OF  CAL- 
CULI IN  THE  URETER  AND  KIDNEY. 

By  Follen  Cabot,  Jr.,  M.D. 

Attending  Genito-Urinary  Surgeon  to  the  New  York  City  Hos- 
pital, Instructor  in  Endoscopy  and  Cystoscopy  Post- 
Graduate  Medical  School. 

Presented  at  the  Genito-Urinary  Section  of  the  Academy  of  Medicine,  Feb.  15th, 
and  at  the  Harvard  Medical  Society,  Feb.  25th,  1905. 

THE  detection  of  calculi  in  the  ureters  and  kidneys  has 
always  been  a  matter  of  uncertainty.  During  the  past 
few  years  the  X-ray  has  been  of  much  service  in  estab- 
lishing the  presence  of  such  stones.  There  have  been  many  in- 
stances, however,  where  a  positive  report  by  this  means  has  been 
impossible  for  various  reasons,  and  in  consequence  we  have  been 
left  in  doubt.  In  other  instances  the  calculus  shown  by  the  X-ray 
picture  to  be  apparently  in  a  ureter  was  subsequently  found  to  be 
outside  its  walls.  F.  Tilden  Brown  has  reported  such  a  case.  He 
proved  it  to  be  so  by  placing  a  metallic  bougie  in  the  ureter  and 
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then  having  an  X-ray  picture  taken.  The  supposed  ureteral  cal- 
culus was  probably  a  calcareous  deposit  in  a  near-by  vein.  Such 
an  experience  was  extremely  misleading  and  might  easily  be  the 
cause  of  a  useless  operation. 

The  wax-tipped  catheters  used  according  to  the  method  of 
Howard  Kelly  are  frequently  of  use  in  clearing  up  obscure 
points  as  to  ureteral  and  kidney  stones.  They  will  fail,  however, 
at  times,  as  nearly  all  methods  will,  to  give  us  a  satisfactory  solu- 
tion of  the  problem.  When  we  come  to  a  consideration  of  the 
many  difficulties  attending  a  diagnosis  of  ureteral  and  nephritic 
calculi,  any  new  method  to  assist  in  determining  their  presence 
is  certainly  worthy  of  trial. 

A  few  months  ago  it  occurred  to  me  that  the  sense  of  hearing 
might  be  used  to  advantage  to  attain  this  end.  Accordingly, 
after  considerable  experimental  research  with  the  cadaver,  I  have 
devised  a  new  method  and  instrument  to  aid  in  detecting  calculi 
in  the  upper  urinary  organs.  I  am  convinced  that  it  will  be  of 
much  help  in  many  questionable  cases  of  this  character.  The 
hearing  must  of  course  be  trained  to  enable  one  to  be  successful 
with  the  method  I  am  about  to  describe.  This  rule,  however, 
applies  to  other  methods  with  equal  force. 

At  first  to  an  ordinary  stethoscope  and  now  to  the  phonendo- 
scope  I  hpve  attached  a  ureteral  catheter.  Running  through  its 
whole  length,  fitting  loosely,  is  a  whalebone  bougie  or  a  wire. 
The  former  is  not  easily  obtained  the  right  length,  so  I  am  now 
using  the  latter.  It  should  be  at  least  thirty  inches  long.  This 
wire  protrudes  at  the  distal  end  of  the  catheter  and  on  to  it  is 
securely  fastened  a  metal  tip  or  head.  This  should  be  blunt,  the 
size  of  the  usual  blunt  catheter  tip.    It  is  firmly  soldered  in  place. 

We  thus  have  a  good  conductor  of  sound.  The  wire  in  the 
catheter  lumen  is  protected  from  moisture  and  pressure  as  well  as 
contact  with  the  metal  of  the  cystoscope.  The  proximal  extremity 
of  the  catheter  and  wire  are  firmly  secured  to  a  metal  holder 
which  is  arranged  to  screw  into  the  diaphragm  of  the  phonendo- 
scope  which  is  connected  in  the  usual  way  with  the  ears.  The 
slightest  sounds  are  carried  from  the  point  of  contact  to  the  ears. 
The  least  contact  of  the  metal  end  with  a  stone  can  be  heard  with 
great  distinctness  and  the  presence  of  a  calculus  thus  determined. 

In  operations  on  the  kidney  we  frequently  wish  to  determine 
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the  condition  of  the  ureter  and  whether  or  not  it  be  obstructed. 
By  the  use  of  this  instrument  we  can  determine  this  point  and 
also  can  decide  by  the  sound  whether  the  obstruction  is  caused 
by  a  calculus  having  lodged  there. 

In  bladder  examinations  it  is  sometimes  desirable  to  determine 
the  nature  of  deposits  in  the  bladder  walls;  whether  of  a  gritty 
nature  or  not,  etc.  Then  again  in  instances  of  bladder  diverticula, 
by  an  examination  with  this  method  I  have  described,  we  may  be 
able  to  determine  the  presence  of  calculi  or  gritty  deposits.  Such 
knowledge  would  probably  be  of  much  value  in  our  future  treat- 
ment of  the  patient. 

1  29  East  Thirty-first  street. 


NEW  VIEW  POINTS  IN  THE  DIAGNOSIS  AND  THERA- 
PY OF  CHRONIC  PROSTATITIS. 

Based  on  Investigations  with  Dr.  Rapoport.  Czenstachau. 

By  Prof.  C.  Posner,  Berlin. 

IT  will  perhaps,  have  struck  many  examiners  as  it  has  me, 
that,  in  spite  of  all  scepticism,  in  spite  of  the  most  careful 
anamnesis,  in  spite  of  the  most  searching  examination,  there 
always  remains  a  series  of  cases,  in  which,  although  we  must 
diagnosticate  a  chronic  prostatitis,  nevertheless  every  connection 
with  a  preceding  infection  is  wanting.  During  the  last  year  among 
forty-two  cases  of  typical  chronic  inflammation  of  the  prostate 
alone,  I  have  seen  four,  about  which  I  can  state  with  certainty, 
that  a  gonorrhea  has  never  existed;  one  of  the  patients  had,  e.g., 
(for  religious  reasons)  never  had  intercourse  at  all.  It  has  been 
customary  to  regard  as  the  cause  of  this  affection  in  these  cases  ex- 
cessive masturbation,  coitus  interruptus,  as  well  as  traumata, 
namely,  continued  bicycle  riding  upon  improper  saddles.  In  what 
manner,  without  a  coexisting  infection,  these  causes  can  lead  to  an 
inflammation,  is  completely  problematic. 

In  the  following  I  shall  try  to  present  a  key  to  the  understand- 
ing of  these  forms. 

For  a  long  time  the  prostate  has  been  considered  somewhat 
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analogous  to  the  mammary  glands  of  woman.  Toldt,  some  years 
ago,  already  drew  attention  to  the  great  similarity  of  histological 
structure.  That  the  prostatic  secretion  is  a  sort  of  "thin  milk,"  we 
know  from  the  investigations  of  Robin  and  Fiirbringer,  who  had 
shown  that  the  fine  droplets  in  the  prostatic  secretion  consist  of 
a  fatty  substance,  lecithin.  Recently  the  proof  was  presented  in 
an  excellent  article,  which  Bab  prepared  under  the  direction  of 
Leonor  Michaelis  in  the  laboratory  of  the  Von  Leyden  clinic,  that 
in  the  milk  glands  every  obstruction  of  the  secretion  in  the  glandu- 
lar ducts  causes,  of  itself,  the  immigration  of  leucocytes,  which 
devour  these  fatty  granules  just  as  hungrily  as  the  phagocytes 
at  other  times  the  bacteria  which  may  be  present.  The  secretion 
of  the  gland  acts,  to  use  a  modern  expression,  "positively  chemo- 
tactically"  upon  the  white  blood  corpuscles.  With  a  proper  func- 
tionating gland  this  immigration  of  leucocytes  naturally  does  not 
occur;  but  at  the  beginning  of  lactation,  at  the  end  of  pregnancy, 
shortly  after  birth,  it  is  very  pronounced.  The  leucocytes  which 
are  loaded  with  fat  we  then  call  "colostrum  corpuscles."  The  en- 
tire procedure  is  really  an  inflammation,  consequently  not  seldom 
accompanied  by  a  rising  temperature. 

This  description  may,  word  for  word,  be  referred  to  the  pro- 
cess occurring  in  chronic  prostatitis. 

One  can  easily  convince  one's  self  that  the  white  blood  cor- 
puscles of  the  inflammatory  secretion  are  really  loaded  with  fat; 
it  is  possible  to  see  this  already  in  the  unstained  specimen — much 
more  plainly  after  using  stains,  of  which  the  scarlet-red,  as  de- 
scribed by  L.  Michaelis,  is  most  to  be  recommended.  This  stain- 
ing results  as  well  after  formalin  fixation  of  the  dried  preparation 
in  a  few  minutes,  as  also  after  simple  mixture  of  the  still  fluid 
drop  of  secretion  with  a  drop  of  the  stain.  The  picture — brilliant 
red,  globules  within  the  body  of  the  cell,  often  in  enormous  num- 
ber, so  that  the  cell  seems  as  though  about  to  burst — is  so  char- 
acteristic, that  we  may  venture  to  diagnose  therefrom  the  prostatic 
origin  of  a  leucocyte — neither  gonorrheal  pus  nor  pus  of  other 
origin  gives  this  coloration  in  a  similarly  eclant  way,  even  though 
we  must  admit,  that  in  any  pus  here  and  there  occasionally  a  fatty 
cell  may  occur.  Only  in  those  cases  in  which,  by  means  of  a  bougie 
or  catheter,  fat  had  been  introduced  into  the  urethra  a  short  time 
before,  would  confusion  be  possible.   We  must  also  mention  that 
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the  epithelia  of  the  urethra  permit  frequently  of  the  recognition 
of  a  fatty  reaction.  Also  in  the  urethral  shreds,  yes,  even  in  the 
urinary  sediment,  it  is  possible  for  us  by  means  of  this  procedure 
of  coloring  to  recognize  leucocytes  of  prostatic  origin,  so  that  we 
believe  that  we  have  presented  in  this  method  a  practically  useful 
contribution  to  diagnosis. 

In  stained  sections  through  the  prostate  it  is  possible,  as  Dr. 
Rapoport  has  shown,  to  recognize  these  things  most  beautifully: 
the  entire  epithelium,  the  source  of  the  fatty  secretion,  appears 
glistening  red,  similarly  the  free  lecithin  granules  in  the  lumen  of 
the  gland,  as  well  as  those  lying  within  the  leucocytes. 

We  draw  the  conclusions  from  our  findings,  whose  more  de- 
tailed publication  we  reserve  until  later,  that  also  in  the  prostate 
the  fat  that  is  lechithin  exerts  a  chemotactic  irritation  upon  th& 
white  blood  corpuscles,  in  other  words,  that  also  here  every  inter- 
ference with  secretion  suffices  to  call  forth  inflammatory  processes. 
In  this  way  it  becomes  clear  how  the  previously  enumerated  causes 
of  disease  are  able  even  without  infection  to  bring  about  a  chronic 
prostatitis. 

Furthermore,  it  now  becomes  clear  why  in  many  cases  thera- 
peutic measures,  particularly  massage,  are  accompanied  by  the  most 
noticeable  result,  and  fail  in  others.  The  massage  opposes  the 
stagnation  of  secretion;  where  this  stagnation  is  the  sole  cause, 
complete  cure  may  be  achieved;  where,  however,  infection  ex- 
ists simultaneously,  the  effects  will  be  only  partial. 

Finally,  I  should  also  like  to  draw  attention  to  the  point, 
that  through  these  investigations  a  new  light  falls  also  upon  the 
relations  between  hypertrophy  and  inflammation  of  the  pros- 
tate. It  will  no  longer  seem  remarkable  when  one  finds  evi- 
dences of  inflammation  in  many  hypertrophied  prostates,  but  one 
may  no  longer  conclude  therefrom  that  the  inflammation  has 
given  rise  to  the  hypertrophy,  but,  conversely,  that  the  anatomical 
changes,  the  so-called  hypertrophy,  are  the  primary  causes  to  which 
secondarily  inflammatory  changes,  even  without  infection,  may 
unite. 


SIMPLE  ULCER  OF  THE  BULBOUS  URETHRA 


By  Edw  ard  L.  Keyes,  Jr.,  M.D.,  New  York. 

THE  case  herewith  reported  is  unique  in  my  experience,  al- 
though it  seems  allied  to  a  urethral  condition  with 
which  urologists  are  tolerably  familiar,  viz.,  the  urethral 
hyperesthesia  of  middle-aged  men. 

The  clinical  data  in  this  case  follow : — 

Mr.  H.  P.,  a  robust,  rather  full-blooded,  married  man,  44 
years  of  age,  consulted  me  for  threatening  retention  of  urine  oc- 
curring under  the  following  circumstances: 

Micturition  has  been  accompanied  by  slight  pain  for  some 
thirty  years,  the  pain  occurring  during  the  passage  of  urine.  Three 
years  ago  he  broke  down  nervously  from  overwork  and  since  that 
time  has  had  a  slight  urethral  discharge  of  glairy  mucus;  but  the 
sum  of  these  symptoms  was  not  enough  to  induce  him  to  consult  a 
physician.  Urination  was  perhaps  a  little  frequent  by  day.  He 
never  had  syphilis  or  gonorrhea,  and  his  sexual  relations  are  nor- 
mal and  satisfactory. 

Mr.  P.  consulted  me  on  January  13,  1904,  stating  that,  since 
the  previous  June,  he  had  very  frequently  remarked  urethrorrhagia 
immediately  after  the  act  of  micturition,  the  urine  itself  being  free 
from  blood.  At  the  same  time  urination  became  a  more  tedious 
performance,  delayed  at  the  start  and  dribbling  at  the  termination, 
but  still  infrequent  and  with  but  slight  increase  of  the  familiar 
pain. 

This  hematuria  brought  him  promptly  to  a  physician,  who 
treated  him  in  vain  by  internal  remedies  and  saw  only  an  increase 
of  bleeding  following  injections.  Finally,  despairing  of  milder 
measures,  he  introduced  the  urethroscope,  recognized  an  ulcer  in 
the  bulbous  portion  of  the  urethra,  and  applied  a  strong  solution 
of  silver  nitrate.  This  excited  even  freer  bleeding,  and,  being  re- 
peated twice  a  week,  soon  caused  retention  of  urine,  which  was  re- 
lieved spontaneously  after  a  soft-rubber  catheter  had  failed  to 
enter  the  membranous  urethra.  The  following  morning  he  con- 
sulted me. 

Because  of  the  free  bleeding  excited  by  the  urethroscope,  I  was 
unable  to  see  the  ulcer,  and  so  passed  a  26  F.  steel  sound.  This 
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entered  readily,  was  not  grasped,  but  its  withdrawal  was  followed 
by  a  copious  How  of  blood. 

January  19th. — The  patient  returns  overjoyed.  The  single 
sound  relieved  not  only  the  retention,  but  also  the  sense  of  resist- 
ance to  urination  and  the  inability  to  control  the  beginning  and 
the  end  of  that  act.  He  "  throws  a  better  stream  than  in  thirty 
years."    Yet  the  bleeding  continues  unabated. 

I  succeed  in  seeing  a  trefoil  ulcer  almost  1  cm.  in  its  greatest 
diameter  on  the  roof  of  the  urethra  right  at  the  bulbo-membranous 
junction.    A  26  sound  again  increases  the  bleeding. 

January  27th. — The  bleeding  has  been  much  less;  29  F.  brings 
much  blood. 

February  2d. — The  bleeding  stopped  in  ten  hours,  and  he  has 
not  bled  a  drop  since;  29  F.  brings  very  little  blood. 

He  continued  using  this  sound  twice  a  week  until  the  ulcer  was 
entirely  healed,  and  has  remained  well  ever  since. 

Were  I  asked  to  give  this  condition  a  name,  I  should  call  it 
urethral  fissure,  so  close  an  analogy  does  it  seem  to  bear  to  anal 
fissure.  Here  is  a  spontaneous  ulcer  in  the  grasp  of  the  urethral 
sphincter,  causing  pain  at  the  time  of  urination  (but  not  after- 
ward) and  blood  thereafter,  cured  by  over-distension  of  the 
muscle  after  all  manner  of  local  applications  had  failed. 

Moreover,  a  similarity  between  the  urethral  and  anal  condi- 
tions may  be  seen  in  their  pathogenesis.  Just  as  anal  fissure  is 
very  largely  due  to  abnormal  spasm  of  the  sphincter  and  is  re- 
lievable  by  stretching,  so  was  this  urethral  fissure  apparently  due 
to  a  tight  sphincter  and  relieved  by  stretching  that  muscle. 

Why,  then,  are  anal  fissures  so  common  and  urethral  fissures  so 
rare?  Perhaps  because  the  passage  of  hard  feces  and  undigested 
foreign  matter  through  the  rectum  is  a  source  of  irritation  from 
which  the  urethra  is  exempt;  but  rather,  it  would  seem,  because 
the  patient  is  so  distressed  by  the  symptoms  of  urethral  spasm  that 
he  seeks  relief  from  it  before  it  reaches  the  bleeding  stage. 

In  point  of  fact,  the  history  of  this  patient,  up  to  the  point  of 
bleeding,  is  not  an  uncommon  one.  I  have  been  able  to  collect 
twenty-four  personal  cases  of  this  condition,  which  seems  to  be  in 
part  a  pure  neurosis,  in  part  a  spasm  of  the  cut-off  muscle.  In 
some  cases  the  former,  in  others  (of  which  the  above  case  is  an 
example)  the  latter  element  predominates. 
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A  brief,  semi-statistical  review  of  these  twenty-four  cases  may 
suffice  for  a  clinical  picture. 

The  patient,  who  may  be  neurotic  (33  per  cent.),  or  over- 
worked and  is  generally  (58  per  cent.)  a  heavy  smoker,  comes 
complaining  that  he  urinates  every  hour  (75  per  cent.)  or  oftener 
by  day,  and  not  at  all  ( 50  per  cent.) ,  or  perhaps  once  or  twice  at 
night.  There  is  usually  a  constant,  dull,  hypogastric  ache,  re- 
lieved by  urination  which  is  often  imperative.  The  urine  is  spark- 
ling (60  per  cent.) ,  or  contains  the  muco-purulent  cloud  of  simple, 
catarrhal  urethritis. 

This  condition,  which  usually  (75  per  cent.)  appears  between 
the  ages  of  30  and  45,  seems  to  have  no  connection  with  gonorrhea 
or  with  prostatic  hypertrophy. 

In  a  typical  case,  the  passage  of  a  large  sound  effects  a  marked 
improvement,  which  is  in  direct  relation  to  the  size  of  the  sound; 
the  larger  the  instrument  the  more  marvelous  its  effect. 

The  passage  of  a  sound  often  excites  bleeding,  and  is  promptly 
followed  by  the  disappearance  of  the  urethral  catarrh,  unless  in- 
fection ensues,  in  which  case  an  acute  prostatitis  may  occur. 

All  instrumentation  is  usually  very  painful  to  these  patients, 
though  this  pain  may  be  mitigated,  without  impairing  the  effect 
of  treatment,  by  the  use  of  local  anesthesia. 

Relapses  are  not  uncommon. 

Such  is  the  condition,  of  which  I  regard  the  above  case  as  an 
extreme  and  unusual  type. 


THE  REPORT  OF  A  CASE  OF  PSEUDO-HERMAPH- 
RODISM  OF  THE  FEMALE  TYPE 


By  George  Emerson  Brewer,  M.D.,  New  York. 

AB.,  aged  17  years,  was  admitted  to  the  Surgical  division 
of  the  Roosevelt  Hospital  in  November,  1904,  seeking 
•    relief  from  a  supposed  left-sided  inguinal  hernia  and 
undescended  testicle. 

As  the  patient  was  dressed  in  male  attire  and  stated  that  she 
was  by  trade  a  barber,  she  was  admitted  to  the  male  surgical  ward. 

On  examination  it  was  noticed  that  the  face  was  decidedly  of 
a  feminine  type,  that  the  breasts  were  well  developed,  and  that 
the  figure  suggested  that  of  a  woman  rather  than  a  man. 
(Fig.  I.). 

There  was  a  rather  undeveloped  penis  with  no  scrotum  or  tes- 
ticles. The  external  urethral  orifice  was  situated  just  below  the 
penis  in  a  cleft  which  suggested  either  a  bifid  rudimentary  scrotum, 
or  partially  developed  labia  majora ;  the  prepuce  was  redundant 
above  and  separated  below,  suggesting  hypertrophied  labia  min- 
ora.  There  was  no  sign  of  a  vagina.    (Fig.  II.). 

In  the  left  inguinal  canal  there  was  an  oval  swelling,  which 
could  be  partially  reduced  within  the  abdomen,  but  which  re- 
turned when  the  pressure  was  removed,  and  presented  a  well- 
marked  impulse  on  coughing. 

Just  above  the  pubes,  lying  somewhat  more  to  the  left  than 
the  right  of  the  median  line,  there  was  easily  palpated  an  oval 
abdominal  tumor  about  the  size  of  a  cocoa  nut — smooth  on  the 
surface  and  quite  freely  movable. 

On  further  questioning  she  stated  that  about  five  years  ago, 
when  she  was  thirteen  years  of  age,  she  noticed  occasional  attacks 
of  pain  and  discomfort  in  the  lower  abdomen  which  would  occur 
at  irregular  intervals,  and  disappear  in  two  or  three  days  without 
treatment.  There  was  no  fever,  vomiting  or  tenderness.  She  was 
not  aware  of  the  abdominal  tumor. 

She  was  examined  by  a  number  of  the  hospital  staff  and  con- 
siderable difference  of  opinion  was  expressed  regarding  the  diag- 
nosis, one  being  that  the  individual  was  a  male  presenting  the  signs 
of  an  extreme  type  of  peno-scrotal  hypospadias,  and  that  the  in- 
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guinal  tumor  on  the  left  side  was  the  left  testicle,  the  right  being 
within  the  abdominal  cavity;  the  other  view  was  that  the  indi- 
vidual was  a  female  with  an  hypertrophied  clitoris,  and  an  ab- 
sence of  the  vagina;  that  the  abdominal  tumor  was  an  haemato- 
metria,  and  that  the  inguinal  tumor  was  in  all  probability  an  ovary. 

As  the  writer's  opinion  coincided  with  the  latter  view,  an 
operation  was  advised  looking  for  the  removal  of  the  uterus,  as 
it  was  thought  that  the  constant  increase  in  the  distention  of  this 
organ  might  lead  to  subsequent  rupture.  Another  reason  for  the 
operation  was  that  the  individual  had  always  passed  as  a  male, 
and  there  was  absolutely  no  hope  of  bringing  about  conditions 
which  would  render  a  changed  sexual  status  at  all  desirable. 

Under  ether  anaesthesia  the  abdominal  cavity  was  opened  by 
an  incision  through  the  left  rectus  muscle  over  the  centre  of  the 
abdominal  tumor.  The  mass  in  the  inguinal  canal  was  found  to 
be  a  rudimentary  uterus  5  cm.  long  and  3  cm.  in  its  transverse 
measurement.  Its  cavity  contained  a  small  amount  of  thick  fluid 
blood.  The  large  tumor  proved  to  be  an  enormously  distended 
left  Fallopian  tube,  the  walls  of  which  were  exceedingly  thin  and 
ruptured  during  the  separation  of  adhesions  between  it  and  the 
intestines  and  abdominal  wall.  It  contained  about  300  c.c.  of  thick 
fluid  blood.  The  left  broad  ligament  was  attached  to  the  perito- 
neum covering  the  sacrum.  There  was  found  no  trace  of  a  right 
broad  ligament,  tube  or  ovary. 

The  uterus  and  tube  were  removed  and  the  abdominal  wound 
closed  by  layer  suture. 

She  made  an  uninterruped  recovery  and  was  discharged  at 
the  end  of  three  weeks. 

On  microscopical  examination  the  large  blood  cyst  showed  on 
its  surface  a  considerable  amount  of  ovarian  tissue. 


PLATE  V.— To  Illustrate  Dr.  Brewer's  Art  cte. 


Fig.  II. 


REPLY  TO  DR.  BIERHOFF'S  CRITICISM. 


By  Dr.  Winfield  Aykes. 

To  the  Editor  of  The  American  Journal  of  Urology  : 

Dear  Sir — In  the  December  number  of  your  paper  I  find  a 
criticism  by  Dr.  Bierhoff  of  my  paper  on  "The  Treatment  of 
Catarrhal  Pyelitis  by  Intra  Pelvic  Injections." 

Dr.  Bierhoff  is  wrong  in  his  first  statement  that  there  is  no  such 
thing  as  catarrhal  pyelitis.  He  says  that  congestion  or  hyperemia 
may  exist.  Nearly  every  authority  whom  I  have  consulted  says 
that  "the  pelvis  of  the  kidney  takes  part  in  the  inflammation"  in 
acute  Bright's  disease.  This  inflammation  is  surely  not  purulent;  it 
must  be  catarrhal.  And  it  certainly  is  more  than  a  congestion. 
Stohr  says  that  the  pelvis  of  the  kidney  is  lined  by  mucous  mem- 
brane. The  definition  of  catarrh  given  by  Foster's  Encyclopedic 
and  Medical  Dictionary  is:  "A  simple  inflammation  of  any  mucous 
membrane,  in  which  the  blood  vessels  become  engorged,  and  swell- 
ing takes  place  from  the  exudation  of  serum."  Accepting  these 
two  authorities  (and  many  more  may  be  cited),  we  must  conclude 
that  catarrhal  pyelitis  is  not  an  impossibility. 

Second — Dr.  Bierhoff  doubts  my  diagnosis  in  the  cases  re- 
ported. It  is  true  that  the  urine  from  patients  suffering  from 
prostatitis  or  catarrhal  cystitis,  to  the  naked  eye,  is  similar  in  every 
respect  to  that  of  catarrhal  pyelitis,  but  it  will  not  contain  pelvic 
epithelium  in  any  quantity  unless  pyelitis  be  present.  Dr.  Bierhoff 
doubts  the  ability  of  any  microscopist  to  recognize  pelvic  cells  in 
mixed  urine.  There  are  several  microscopists  in  this  city  who  can 
readily  tell  us  whether  these  cells  are  present  or  not,  and  if  he  will 
follow  out  their  diagnosis  he  will  find  they  are  invariably  correct. 

Dr.  Bierhoff  says  "the  formation  of  a  mucus  cloud  in  such  urine 
is  proof  positive  that  the  cloudiness  is  not  of  pelvic,  or  renal  origin, 
tor  the  reason  stated  before;  but  of  vesical,  prostatic  or  urethral 
origin."  The  doctor  is  wrong.  It  is  quite  probable  that  much  of 
the  mucus  in  the  mixed  urine  in  these  cases  comes  from  either  the 
bladder  or  prostate,  but  because  there  is  mucus  in  the  urine  it  does 
not  follow  that  there  is  no  pyelitis  present.  As  a  matter  of  fact,  in 
catarrhal  pyelitis  we  find  mucus,  and  sometimes  in  considerable 
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amounts  in  the  urine  which  has  been  collected  from  the  ureteral 
catheters.  Dr.  Bierhoff  might  as  well  say  that  because  a  man  has 
a  discharge  from  the  urethra,  it  is  proof  positive  that  all  the  pus 
seen  in  the  urine  comes  from  the  anterior  urethra  and  that  it  is  im- 
possible for  him  to  have  prostatitis,  cystitis  or  epididymitis. 

Dr.  Bierhoff  says  :  "Before  consulting  the  last  three,  however" 
(ureteritis,  pyelitis  and  pyelonephritis),  "the  presence  of  one  or 
more  of  the  first  three"  (prostatitis,  seminal  vesiculitis  and  cystitis) 
"must  be  rigidly  excluded.  Rovzing  states  that  it  is  necessary, 
above  all  things,  before  making  a  diagnosis  of  pyelitis,  to  exclude 
the  involvement  of  the  prostate  and  urethra."  I  have  found  that 
nearly  always  the  bladder  takes  part  in  the  inflammation,  and  it  is 
often  impossible  to  absolutely  eradicate  the  cystitis  before  the 
pelves  have  been  treated.  Because  a  man  has  prostatitis,  vesiculitis 
or  cystitis,  it  is  no  guarantee  that  there  is  no  involvement  of  the 
renal  pelves.  If  a  man  have  chronic  cystitis  it  is  all  the  more  prob- 
able that  he  has  also  pyelitis.  And  it  is  a  fact  that  not  infrequently, 
if  inflammation  in  the  renal  pelves  be  recognized  and  treated,  in- 
flammation in  the  prostate  and  bladder  will  more  quickly  respond 
to  treatment  than  if  the  pyelitis  be  ignored. 

Dr.  Bierhoff  says  that  the  epithelium  I  found  in  the  urine  col- 
lected from  the  catheters  in  the  ureters  was  due  to  "traumatism  of 
the  ureteral  and  pelvic  membrane  by  the  tip  of  the  catheter."  I 
have  catheterized  nine  men  on  whom  I  had  made  a  diagnosis  of 
pyelitis  from  the  clinical  symptoms,  yet  my  microscopist  had  not 
found  pelvic  epithelium  in  the  mixed  urine;  and  in  not  one  case 
could  more  than  a  dozen  cells  be  found  in  searching  over  several 
fields  of  urine  collected  from  the  ureteral  catheters.  It  is  my 
custom  to  continue  pelvic  lavage  in  cases  of  pyelitis  until,  three 
times  in  succession,  no  epithelial  cells  are  reported  in  the  samples 
collected.  One  of  my  patients  has  developed  the  "lavage  habit" 
and  insists  that  he  feels  much  better  if  his  renal  pelves  are  lavaged 
twice  a  week  than  if  nothing  is  done  for  him.  I  have  told  him 
repeatedly  that  he  does  not  require  further  treatment,  but  he  begs 
me  to  "treat  him  just  once  more."  The  microscopic  report  shows 
that  for  the  last  twenty-five  catheterizations  on  the  right  side  a  very 
few  cells  have  been  found  eight  times.  On  the  left  side  a  very 
few  cells  are  usually  found,  but  the  left  ureter  has  an  obstruction 
of  some  kind,  probably  a  fold  of  mucous  membrane,  and  that  ac- 
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counts  for  the  few  cells  found.  From  this  showing  it  follows  that 
there  is  practically  no  traumatism  to  the  normal  ureter  if  the  cathe- 
ter be  passed  in  a  proper  manner.  All  the  cells  found  in  the  cases 
on  whom  a  diagnosis  of  pyelitis  was  made  were  more  or  less  de- 
generated. They  would  not  have  been  degenerated  if  they  had 
been  rubbed  off  by  the  ureteral  catheter.  Dr.  Bierhoff  says  that  the 
increased  number  of  cells  found  in  the  urine  collected  from  the 
catheters  over  the  number  found  in  the  mixed  urine  was  simply 
due  to  traumatism,  but  there  is  one  fact  not  so  easily  explained, 
namely:  in  treating  Bright's  disease  I  have  seen  the  same  phenom- 
enon in  regard  to  casts;  i.  e.,  more  casts  in  the  collected  urine  than 
in  the  mixed.  I  doubt  very  much  if  Dr.  Bierhoff  will  say  that  my 
catheter  was  passed  far  enough  to  dislodge  the  casts  from  the 
kidney. 

Dr.  Bierhoff  is  correct  in  his  statement  that  very  few  cases  of 
true  gonorrhoeal  infection  of  the  bladder  have  been  reported,  but  I 
think  he  will  agree  with  me  that  the  majority  of  cases  of  chronic 
cystitis  have  as  their  origin  an  urethritis.  To  illustrate  : — take  cys- 
titis due  to  stricture. 

Dr.  Bierhoff  says  that  I  misquoted  Strumpel.  In  looking  over 
the  text  I  find  that  one  word  was  incorrect.  The  mistake  occurred 
in  copying  the  original  draft  of  the  paper.  Here  are  Strumpel's 
exact  words  bearing  on  the  question.  "One  way  in  which  the  mor- 
bific agent  may  also  enter  is  especially  important,  namely,  from  the 
lower  urinary  passages,  the  bladder  and  the  pelves  of  the  kidney 
upwards  into  the  kidney."  Again: — In  many  cases  of  acute  and 
chronic  nephritis  the  pelvis  of  the  kidney  takes  part  in  the  inflam- 
mation to  a  greater  or  less  degree ;  but  an  ascending  extension  of  in- 
flammation from  primary  disease  in  the  urethra  or  bladder  is  still 
more  common." 

Dr.  Bierhoff  denies  the  truth  of  my  assertion  that  the  majority 
of  renal  calculi  have  their  origin  in  a  pyelitis.  Meckel,  Ebstein 
and  others  have  shown  that  the  microscopic  examination  of  minute 
scales  of  calculi  discloses  the  crystalline  uric  acid  deposited  in  a  sup- 
porting structure  of  an  albuminous  character.  Normal  urine  does 
not  contain  any  albuminous  material,  but  in  catarrhal  pyelitis  we 
do  find  more  or  less  mucus  which  is  of  an  "albuminous  char- 
acter." In  congestion  or  hyperemia  we  probably  have  a  little 
mucus  thrown  off,  but  pyelitis  persists  for  a  much  longer  time  than 
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congestion  and  therefore  there  is  much  more  opportunity  for  stone 
to  form.  It  is  therefore  quite  reasonable  to  think  that  inflamma- 
tion and  not  congestion  is  the  predisposing  cause  of  renal  calculus. 

Dr.  Bierhoff  thinks  that  the  "most  frequent,  as  well  as  the  most 
serious  results  of  a  pyelitis"  (he  does  not  say  what  kind  of  pyelitis 
he  is  thinking  of)  "possible,  is  a  suppurative  pyelonephritis  or  a 
suppurative  nephritis,  where  a  pyelitis  goes  on  unchecked."  He  is 
wrong  again.  I  have  watched  a  comparatively  large  number  of 
cases  and  it  has  seemed  to  me  that  the  inflammation  was  not  apt 
to  change  from  catarrhal  to  purulent,  while  on  the  other  hand  1 
have  seen  sufficient  evidence  of  invasion  of  the  kidney  to  warrant 
me  in  my  belief  that  a  not  infrequent  sequela  of  catarrhal  pyelitis 
is  a  chronic  Bright's  disease — one  of  the  kind  that  Strumpel  says 
"develops  of  itself."  Not  enough  importance  has  been  given  to 
the  possibility  and  in  fact  probability,  that  a  very  large  per  cent, 
of  unexplained  case  of  chronic  Bright's  disease  have  as  their  origin 
a  pre-existing  catarrhal  pyelitis. 

Another  point  is  that  there  are  a  great  many  men  consulting 
one  doctor  atter  another,  visiting  one  dispensary  after  another, 
trying  to  be  relieved  of  annoying  symptoms  really  due  to  an  un- 
recognized catarrhal  pyelitis.  These  men  may  be  entirely  cured 
if  the  condition  be  recognized  in  time.  Dr.  Bierhoff  and  others 
recommend  rest  in  bed  with  appropriate  diet  and  medicine;  or  a 
visit  to  some  of  the  various  springs.  I  have  seen  purulent  pyelitis 
respond  to  these  methods,  but  catarrhal  pyelitis  is  more  obstinate. 
Very  few  men  will  consent  to  lie  in  bed  for  a  slight  pain  in  the 
back  or  a  persistently  cloudy  urine.  Very  few  are  able  to  visit 
"the  various  springs."  Something  must  be  done  for  these  sufferers. 
3  maintain  that  lavage  of  the  renal  pelves  is  not  more  dangerous 
in  the  hands  of  the  expert  than  is  the  vesical  catheter  in  the  hands 
of  the  neophite.  It  is  well  to  emphasize  as  Dr.  Bierhoff  has  done, 
that  lavage  of  the  renal  pelves  should  only  be  attempted  by  one 
who  has  had  thorough  training  in  the  technique  of  cystoscopy  and 
ureteral  catheterization. 

Dr.  Bierhoff  has  cited  authority  after  authority  and  with  this 
formidable  array  against  me  it  would  seem  that  my  conclusions 
must  be  wrong,  but  I  still  continue  to  cure  patients  whom  I  for- 
merly considered  incurable.  I  have  had  no  bad  results  follow  my 
treatment.   Sufferers  from  Bright's  disease  still  continue  to  improve 
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under  pelvic  lavage.  I  have  many  patients  who  believe  as  thor- 
oughly in  the  treatment  as  I  do. 

In  closing  I  wish  to  say  only  that  Dr.  Bierhoff's  communication 
emphasizes  what  I  said  in  the  paper  under  discussion,  that  "ca- 
tarrhal pyelitis  has  been  practically  overlooked." 

Very  truly  yours, 

WlNFIELD  AYRES. 

616  Madison  Avenue. 


METHODS  OF  OBTAINING  SEPARATE  URINE  FROM 

EACH  KIDNEY. 

By  Charles  S.  Stern,  A.  B.,  M.  D.,  New  York. 

Assoc.  Prof.  Genit.-Urin.  Dept.  New  York  School  of  Clinical  Medicine,  Attending 
Surgeon  Genit.-Urin.  Dept.  Harlem  Hosp.  Disp.,  Genit.-Urin.  Dept.  Mt.  Sinai 
Hosp.  Disp.,  New  York  City. 
Read  at  the  3rd  Annual  Meeting  of  the  American  Urological  Association,  Atlantic 

City,  June  8th,  1904. 

RELIABLE  specimens  of  urine  from  each  kidney  are  of 
supreme  importance  in  the  diagnosis  of  renal  cases.  The 
methods  at  our  disposal  for  obtaining  such  specimens  may 
be  divided  into  the  mediate  and  direct. 

The  mediate  methods  consist  in  a  separation  of  the  secretions 
as  they  enter  the  bladder,  by  means  of  various  instruments  de- 
vised for  this  purpose.  Of  such  instruments  those  of  Harris, 
Luys  and  Cathelin  have  met  with  most  favor. 

The  first  named  may  be  described  as  an  extra-vesical  separator. 
Its  catheters  are  of  metal  and  lie  in  contact  when  introduced  into 
the  bladder.  They  are  then  opened  so  that  the  beak  of  either 
looks  to  right  and  left,  while  between  the  two  the  posterior  blad- 
der wall  is  pressed  forward  by  a  blunt  arm  which  has  been  intro- 
duced into  the  vagina  or  rectum  as  the  case  may  be.  Thus  two 
pouches  are  formed  of  the  bladder,  and  the  urine  collecting  in  each 
is  drained  off  by  its  corresponding  catheter. 

The  very  ingenious  separateur  of  Dr.  George  Luys,  of  the 
"Hospital  Lariboisiere,"  Paris,  consists  of  two  metal  catheters 
on  either  side  of  a  flat  shank,  the  whole  shaped  much  like  a  Benique 
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sound.  When  prepared  for  use,  a  rubber  hood  is  slipped  over 
the  central  piece  and  the  chain  which  lies  concealed  upon  its  con- 
cavity. Its  distal  convexity  is  to  fit  tightly  against  the  median  line 
of  the  posterior  bladder  wall,  so  as  to  prevent  urine  escaping  from 
one  side  to  the  other.  By  a  thumb-screw  externally,  the  little 
chain  is  then  drawn  taut,  stretching  the  rubber,  and  so  forming 
a  wall  that  divides  the  bladder  into  two  compartments.  The 
urine  collects  in  these  and  is  carried  down  by  the  catheters  on 
either  side. 

Dr.  F.  Cathelin,  of  the  "Hospital  Neckar,"  Paris,  perfected 
the  "Diviseur  Vesical  Gradue."  In  his  instrument,  a  rubber  dia- 
phragm is  inserted  folded,  which,  after  introduction,  is  expanded 
to  a  certain  number  of  the  attached  scale,  which  represents  the 
previously  ascertained  capacity  of  the  bladder  under  examination. 

There  are  also  external  parts  to  these  instruments  for  holding 
test-tubes,  into  which  the  separate  urines  flow.  Excellent  results 
have  been  accomplished  by  their  use,  and  their  accuracy  has  been 
verified  by  means  of  methylene  blue  and  other  controlling  tests. 

In  some  cases,  as  for  instance  in  purulent  cystitis,  or  malignant 
bladder  disease,  the  employment  of  one  of  these  instruments  may 
be  indicated  to  avoid  the  danger  of  contaminating  the  urinal  tract 
higher  up. 

Objections  to  the  employment  of  these  instruments  are  numer- 
ous. Even  if  we  grant  that  the  bladder  has  been  so  divided  as 
to  form  two  non-communicating  portions,  we  must  remember  that 
in  a  certain  number  of  cases  the  ureteric  orifices  are  located  ir- 
regularly. Both  openings  may  occur  on  the  same  side  of  the 
median  line,  for  example,  or  there  may  be  more  than  two  openings. 
We  can  easily  see  how  great  errors  in  diagnosis  might  occur.  Or 
again  if  the  bladder  wall  is  markedly  trabeculated,  it  is  unlikely 
that  the  artificial  barrier  of  the  instrument  can  prevent  the  min- 
gling of  the  contents  of  the  two  sides  before  their  escape  into  the 
collecting  catheters. 

Then  there  are  the  bladders  with  diverticula  of  small  or  large 
extent,,  which  in  spite  of  bladder  irrigation  will  retain  the  mixed 
urine.  A  separator  in  such  a  bladder  could  scarcely  accomplish 
its  purpose.  Of  course  all  these  conditions  can  be  diagnosed  by 
the  cystoscope,  but  if  a  cystoscope  must  be  employed,  why  not  a 
catheter-cystoscope.    In  short  any  information  disclosed  by  these 
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instruments  is  on  the  presumption  that  the  two  ureters  open  re- 
spectively to  the  right  and  left  of  the  median  line ;  that  the  bladder- 
wall  is  smooth;  that  it  is  not  traversed  by  ridges  of  muscular  bun- 
dles, with  intervening  depressions,  and  that  no  diverticula  exist. 
In  other  words  the  mediate  method  is  applicable  to  a  normal  blad- 
der. 

The  direct  method  of  obtaining  separate  urines  is  by  cathe- 
terizing  the  ureters.  It  is  not  many  years  since  Professor  Skene 
characterized  this  procedure  as  "difficult,  not  without  danger,  and 
of  little  practical  value."  To-day,  in  the  hands  of  competent  men, 
the  exact  antithesis  of  this  remark  obtains:  in  the  largest  number 
of  cases  it  is  easy,  absolutely  free  from  danger,  and  of  the  utmost 
practical  value.  Of  course,  each  surgeon  will  accomplish  the  best 
work  with  that  instrument  to  which  he  has  become  accustomed, 
though  several  of  the  catheter-cystoscopes  now  made  leave  little 
to  be  desired.    I  personally  prefer  the  modified  Nitze  model. 

The  direct  method  is  the  only  way  to  obtain  accurate  infor- 
mation concerning  the  individual  kidney  secretions.  The  com- 
parative facility  with  which  the  maneuvre  is  accomplished,  recom- 
mends it  above  all  others.  There  are  indeed  certain  cases  where 
abnormal  or  pathological  changes  in  the  ordinary  intravesical  land- 
marks render  the  discovery  of  the  ureteral  mouths  exceptionally 
difficult;  and  then  some  patience  is  needed. 

Having  located  the  openings,  the  time  required  for  passing 
the  catheters  is  too  brief  to  enter  into  consideration.  The  catheter 
is  introduced  into  the  ureter  under  visual  guidance,  and  thus  no 
error  as  to  the  source  of  the  subsequent  flow  can  occur.  In  some 
cases,  when  it  seems  inadvisable  to  enter  the  ureter,  it  is  possible, 
with  the  patient  in  the  knee-chest  or  Sims  position,  to  catch  the 
urine  in  the  beak  of  the  catheter  by  placing  this  just  at  the  ureteric 
mouth.  The  jet  of  urine  spurts  directly  into  the  catheter  opening, 
as  pointed  out  by  Dr.  Howard  Kelly. 

Another  strong  argument  in  favor  of  this  method  is  the  pos- 
sibility of  strict  asepsis,  by  the  employment  of  new  catheters  in  each 
case.  Metal  catheters  are  never  as  clean  as  they  appear  on  the  sur- 
face, nor  can  they  be  made  surgically  clean.  And  as  all  the  in- 
struments used  in  mediate  collections  are  of  metal,  urine  collected 
through  such  catheters  will  necessarily  be  contaminated  after  the 
first  few  weeks'  use. 
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Again,  it  occasionally  happens  that  an  interruption  occurs  in 
the  flow  from  a  ureter.  This  may  be  caused  by  an  impinging 
growth  pressing  its  walls  together,  or  the  obstruction  may  be  with- 
in the  lumen,  as  from  the  presence  of  a  calculus.  Muscular 
spasm  of  the  ureteral  walls  may  also  occur,  as  mentioned  by 
Casper.  We  can  usually  overcome  such  difficulties  by  careful 
manipulation  of  the  catheter,  insinuating  it  past  the  impediment. 
At  the  same  time,  by  employing  the  wax-pointed  catheter  de- 
scribed by  Dr.  Kelly,  the  presence  of  a  calculus  in  the  ureter  or 
renal  pelvis  can  be  ascertained. 

In  conclusion  we  may  say  that  ureteral  catheterism  is  free  from 
the  objections  appertaining  to  the  mediate  methods,  and  has  many 
advantages  as  an  accurate  means  of  obtaining  separate  urines. 


THE  INDICATIONS  FOR  BLADDER  DRAINAGE  BY 
THE  PERINEAL  ROUTE. 

By  Oliver  C.  Smith,  M.  D.,  Hartford,  Conn. 

Mr.  President  and  Gentlemen  of  the  Urological  Society  : — 

WHEN  our  secretary  invited  me  to  present  a  subject  for 
discussion  at  this  meeting,  I  felt  that  I  could  offer  noth- 
ing new  or  of  sufficient  interest  to  warrant  me  in  taking 
your  time.  Upon  further  reflection,  however,  it  occurred  to  me 
that  in  the  discussions  on  prostatic  surgery,  to  which  I  have 
listened,  sufficient  importance  had  not  been  given  the  operation  of 
external  urethrotomy  and  drainage  of  the  urinary  bladder  by  the 
perineal  route.  I  am  satisfied  that  the  operation  is  worthy  of  a 
wider  field  than  it  now  occupies. 

The  operation  of  external  urethrotomy  has  been  performed 
at  Hartford  for  several  years,  and  is  not  a  novel  procedure  to  any 
of  the  active  surgeons,  but  during  the  past  five  years  we  have  re- 
sorted to  it  more  and  more  frequently;  not  only  for  the  cure  of 
deep  and  dense  urethral  strictures,  but  for  the  immediate  relief, 
and  in  many  instances  the  radical  cure  of  the  following  conditions: 
Chronic  contraction  of  the  vesical  neck. 

Chronic  purulent  cystitis,  not  amenable  to  irrigation  through 
the  urethra. 
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Dense  and  impassable  strictures  located  in  the  region  of  the 
bulb,  especially  those  due  to  traumatic  origin. 

In  cases  of  ruptured  urethra,  whether  by  external  violence  or 
injury  from  instrumentation. 

Enlarged  prostate,  whether  due  to  chronic  hypertrophy,  ab- 
scess, cancer,  or  acute  infection. 

In  many  of  these  cases  the  patients  were  of  advanced  age,  the 
urethra  had  been  riddled  and  punctured  in  several  places,  ex- 
travasation of  urine  had  infiltrated  the  peri-urethral  and  peri- 
rectal tissues,  and  in  some  cases  the  inguinal  canals  and  the  supra- 
vesical region.  This  urinary  infiltration  had  gone  on  in  some  in- 
stances to  extensive  suppuration,  burrowing  of  pus,  to  sloughing 
of  the  perineum  and  scrotum,  and  sometimes  of  one  or  both  testi- 
cles. 

It  has  been  a  matter  of  surprise  and  gratification  to  us  that 
so  many  of  these  cases,  decrepit,  aged  and  sometimes  dissipated 
as  they  were,  have  rallied  and  improved  after  thorough  perineal 
drainage  of  the  bladder,  and  especially  is  this  true  in  the  cases  of 
enlarged  prostates  which  have  existed  for  a  long  time,  where  the 
bladders  have  become  purulent  and  have  been  neglected,  and 
where  there  exists  general  sepsis  from  the  bladder,  ureteral  and 
renal  pelvic  suppuration. 

It  is  in  this  class  of  cases  where  an  operation  requiring  a 
general  anaesthetic  or  accompanied  by  much  hemorrhage  or  shock 
is  quite  likely  to  prove  immediately  fatal,  that  rapid  perineal  blad- 
der drainage  under  cocaine  anaesthesia,  either  by  spinal  injection 
or  by  local  infiltration,  will  immediately  relieve  the  alarming 
symptoms,  will  provide  as  thorough  drainage  as  a  complete  pro- 
statectomy, and  will  tide  the  patient  over  the  danger  period  and 
at  least  place  him  in  a  condition  later  for  a  radical  operation,  and 
sometimes  leave  the  urethra  so  thoroughly  patulous  that  further 
operative  procedures  are  uncalled  for. 

In  this  connection,  I  will  refer  to  two  elderly  patients  suffer- 
ing from  complete  prostatic  obstruction,  upon  whom  it  was  con- 
sidered unsafe  to  attempt  prostatectomy,  and  whose  bladders  were 
drained  by  perineal  section.  It  was  found  after  the  removal  of 
the  drainage  tube  that  a  No.  20  American  sound,  and  even  a  soft 
rubber  catheter  of  similar  size  could  be  easily  introduced,  and 
this  satisfactory  condition  continues  to  the  present  time. 
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Upon  one  the  operation  was  performed  a  year  ago,  and  upon 
the  other,  who  is  the  father  of  a  distinguished  member  of  this 
society,  the  operation  was  performed  last  February. 

In  the  meantime,  both  patients  have  gained  flesh  and  strength, 
and  their  bladders  are  entirely  amenable  to  self-catheterization  and 
care. 

I  should  probably  not  have  had  the  temerity  to  present  this 
subject  to  you  but  for  the  reason  that  in  discussing  the  matter  with 
some  of  the  most  prominent  urologists  in  this  country,  I  have 
found  that  many  were  not  of  this  opinion,  and  that  some  form  of 
attack  upon  the  prostate  in  such  a  condition  was  considered  the 
proper  procedure;  many  advising  the  Bottini  operation,  some  the 
modification  proposed  by  Dr.  Charles  Chetwood,  of  New  York, 
others  a  suprapubic  cystotomy  with  upper  drainage,  and  still  others 
a  combined  suprapubic  and  perineal  incision  with  double  drain- 
age. Certainly  none  of  these  procedures  is  so  quick,  so  simple,  so 
safe  and  devoid  of  shock  and  hemorrhage  as  the  operation  which 
I  propose.  In  upwards  of  fifty  perineal  sections  for  bladder  drain- 
age which  my  associate,  Dr.  Geo.  N.  Bell,  and  I  have  performed 
during  the  past  five  years,  seventeen  of  which  have  been  accom- 
panied by  perineal  prostatectomy,  there  have  occurred  but  four 
deaths,  and  many  of  these  patients  were  the  most  uninviting 
that  one  can  imagine  for  any  surgical  operation. 

On  quite  a  number  of  these  cases  the  operation  has  been  per- 
formed without  a  guide.  In  these  cases  we  have  not  resorted  to 
Cock's  operation,  but  have  dissected  down  to  the  urethra  care- 
fully, through  a  median  perineal  incision,  and  made  patient  ef- 
forts to  gain  entrance  to  the  bladder  through  the  urethra.  In 
two  or  three  instances  we  have  been  obliged  to  carry  the  groove 
director  through  the  tissues  into  the  bladder,  with  the  left  finger 
in  the  rectum  as  a  guide  and  protection,  without  being  certain 
that  we  were  following  the  urethra,  (we  have  never  been  obliged 
to  resort  to  retrograde  catheterization)  ;  where  this  has  been 
done  no  harm  has  resulted,  and  we  have  not  found  it  the  extremely 
difficult  operation  that  the  text-books  would  lead  one  to  anticipate. 

When  we  expect  to  have  difficulty  in  entering  the  bladder,  the 
patient  is  kept  in  the  dorsal  position,  the  urethra  cocainized,  and 
patient  efforts  are  made  with  filiforms  and  conical  bougies  before 
a  general  anaesthetic  is  given.    As  this  work  frequently  consumes 
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more  time  than  the  operation  proper,  it  very  much  reduces  the 
length  of  general  anaesthesia. 

When  we  have  gained  access  to  the  bladder  through  the  per- 
ineal route,  in  addition  to  the  immediate  drainage,  which  is  at 
once  secured,  we  can  examine  the  intra-vesical  neck  and  the  walls 
of  the  bladder  some  distance  beyond  the  index  finger.  It  also 
gives  us  an  opportunity  in  the  immediate  future  for  the  use  of 
the  cystoscope,  which  hitherto  it  may  not  have  been  possible  to 
introduce. 

If  the  neck  of  the  bladder  is  found  so  contracted  that  the  in- 
dex finger  cannot  enter,  dilation  or  divulsion  must  be  practiced 
instrumentally.  The  common  custom  of  introducing  an  ordinary 
two-bladed  forcep  for  the  purpose  of  stretching  the  neck  is  rather 
crude.  It  is  better  to  use  a  Kollmann's  four-bladed  curved  urethral 
dilator  protected  by  a  thin  rubber  cover.  By  using  this  instrument 
the  extent  of  dilatation  is  indicated  at  the  distal  end,  and  the 
bladder  neck  is  stretched  more  evenly  and  with  less  danger  of 
laceration. 

Chronic  irritation  produced  by  diseased  urine,  or  ulceration 
from  other  causes;  cicatricial  contraction,  hypertrophy  of  the 
tissues;  any  or  all  of  these  conditions  may  give  rise  to  intractable 
symptoms  which  will  remain  unrelieved  despite  any  treatment,  un- 
til the  vesical  neck  is  divulsed,  and  the  bladder  thoroughly 
drained. 

For  the  past  year  we  have  drained  these  cases  with  the  double 
tube,  as  suggested  by  Dr.  Young,  of  Baltimore;  one  large  and  one 
small  tube,  the  larger  having  a  diameter  of  1  cm.,  and  the  smaller 
a  soft  catheter,  size  15  to  20  French  scale.  These  tubes  are  sewed 
together  at  three  or  four  points,  and  carried  into  the  bladder,  and 
held  by  a  silk  suture  passing  through  the  larger  tube  and  tied  by 
a  bow  knot  into  the  silkworm  gut  suture  across  the  upper  angle 
of  the  wound.  We  find  this  better  than  sewing  the  tube  into  the 
skin  or  strapping  to  the  thighs.  It  cannot  slip  in  or  out,  while 
the  knot  can  be  untied  and  the  tube  removed  instantly  when  de- 
sired. 

The  double  tube  provides  a  means  of  perfect  irrigation.  If 
there  is  considerable  oozing  and  clots  constantly  forming,  a  con- 
tinuous slow  irrigation  with  saline  solution  (from  105  to  120  de- 
grees F.)  for  several  hours  is  most  desirable.    If  there  is  marked 
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purulent  cystitis  a  continuous  irrigation  for  several  hours,  with 
extremely  weak  nitrate  of  silver  solution  ( I  to  50,000)  is  advanta- 
geous. 

It  is  unusual  for  us  to  have  any  serious  complications  follow 
this  operation. 

Hemorrhage  may  occur,  but  in  the  series  of  cases  above  re- 
ferred to,  the  author  has  had  only  one  pronounced  hemorrhage 
in  a  well-marked  case  of  arterio-sclerosis. 

Infection  may  follow,  but  the  tissues  of  the  perineum  afford 
a  vigorous  resistance  to  its  invasion.  There  has  been  but  one 
serious  infection  occurring  in  our  cases. 

Vesical  spasm  may  occur,  but  with  thorough  stretching  of  the 
vesical  neck,  and  the  continuous  or  frequent  irrigation,  this  will  be 
a  rare  occurrence.  It  is  true  that  this  will  at  times  be  occasioned  by 
the  mere  presence  of  the  tube.  In  such  instances,  the  use  of  opium 
and  belladonna  suppositories;  the  replacing  of  the  tube  with  the 
single  and  smaller  one,  may  overcome  this  painful  complication. 

A  severe  chill  followed  by  high  temperature  rarely  ever  oc- 
curs, and  this  is  a  marked  advantage  over  any  procedure  which  does 
not  afford  immediate  drainage,  as  an  internal  urethrotomy  or  a 
Bottini  prostatectomy. 

We  usually  follow  an  operation  by  a  warm  saline  rectal 
enema,  which  is  made  stimulating  if  the  patient's  condition  de- 
mands it.  If  there  is  much  vomiting  so  that  water  cannot  be  taken 
by  the  stomach,  saline  enemata  are  continued  at  intervals  of  4 
to  6  hours.  It  is  needless  to  say  that  water  is  given  freely  through- 
out the  after  treatment,  and  that  urotropin  or  some  equivalent 
is  given  during  the  continuance  of  the  purulent  urine.  We  do 
not  find  that  any  ill  effects  follow  its  long  continued  and  moderate 
use.  The  condition  of  the  urine,  and  the  patient's  general  condi- 
tion, determining  the  time  for  the  removal  of  the  drainage  tube. 

In  our  early  work  we  were  inclined  to  allow  the  drainage  tube 
to  remain  longer  than  we  do  now. 

With  many  of  these  feeble,  elderly  patients,  the  long  con- 
tinued recumbent  position  invites  hypostatic  pulmonary  congestion, 
and  it  is  to  be  avoided.  It  is  quite  possible,  however,  to  get  these 
patients  up  even  before  the  removal  of  the  tube  where  it  is  found 
necessary  to  keep  this  in  longer  than  the  usual  time. 

With  painstaking,  cleanly  and  aseptic  care  of  these  patients, 
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with  frequent  irrigation,  daily  examination  of  the  urine,  and  with 
careful  attention  to  their  secretions  and  their  diet,  we  shall  be  re- 
warded by  having  them  do  as  well  as  the  majority  of  younger 
patients  with  less  serious  maladies. 

I  believe  that  it  is  fair  to  say  that  no  branch  of  our  surgical 
work  during  the  past  five  years  has  been  more  satisfactory  and 
more  encouraging,  and  it  is  certainly  a  humane  and  a  life-saving 
procedure. 


THE  ROLE  OF  THE  PROSTATE  IN  AFFECTIONS  OF 
THE  URINARY  TRACT. 
By  Abr.  L.  Wolbarst,  M.  D. 

Attending  Genito-Urinary  Surgeon,  Beth  Israel  Hospital  Dispensary;  Clinical  As- 
sistant, Genito-Urinary  Department,  New  York  Polyclinic 
and  Hospital. 

Read  at  the  Third  Annual  Meeting  of  the  American  Urological  Association,  at 
Atlantic  City,  N.  J.,  June  9th,  1904. 

THE  purpose  of  this  paper  is  to  briefly  consider  the  pros- 
tate as  a  urinary  organ,  a  point  of  view  suggested  by  the 
many  pathologic  conditions  of  the  urinary  tract  in  which 
we  find  the  prostate  involved. 

The  prostate  is  commonly  spoken  of  and  thought  of  as  a 
purely  procreative  organ, — an  important  member  of  the  sexual 
family  of  organs.  It  has  been  termed  the  sexual  heart,  and  when 
we  consider  its  physiologic  function,  the  name  seems  certainly  de- 
served. However,  a  glance  at  the  anatomy  of  the  organ,  and  its 
relations  to  adjoining  parts,  is  sufficient  to  justify  its  consideration 
in  its  relation  to  the  urinary  tract.  The  urethra,  carrying  the 
urine  from  its  reservoir,  the  bladder,  into  the  outer  space,  tun- 
nels its  way  between  the  two  prostatic  lobes,  its  walls,  roof  and 
floor  being  made  of  prostatic  tissue.  This  portion  of  the  urethral 
tract,  known  as  the  prostatic  urethra  or  neck  of  the  bladder,  is 
about  an  inch  and  a  quarter  in  length  and  possesses  a  decided 
curve,  thus  dominating  the  construction  of  urethral  instruments. 
The  muscular  fibres  of  the  prostate  completely  encircle  this  por- 
tion of  the  urinary  tract,  and  by  their  tonic  action  keep  the  canal 
firmly  closed. 
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The  so-called  "third"  lobe,  which  is  in  reality  not  a  lobe  at  all, 
is  a  small  pyramidal-shaped  isthmus  of  tissue,  known  as  the  pars 
intermedia  or  the  posterior  commissure,  which  connects  the  two 
lobes  below.  This  mass  of  tissue  is  of  the  greatest  importance, 
for  when  it  becomes  hypertrophied,  as  it  often  does  in  old  age, 
to  such  an  extent  as  to  project  into  the  urinary  channel,  inter- 
ference with  the  flow  of  urine  results.  It  is  in  this  condition  that 
the  hypertrophied  mass  has  been  denominated  the  "third"  lobe, 
a  term  arbitrarily  given  to  a  pathologic  condition.  When  this 
outgrowth  is  present,  it  may  act  as  a  bar  at  the  orifice  of  the  blad- 
der, or  it  may  appear  as  a  spherical  mass  occluding  the  neck  of 
the  bladder  like  a  ball  and  socket  valve.  In  any  event,  the  ob- 
struction to  the  urinary  flow  is  well  marked,  and  in  extreme  con- 
ditions may  be  complete. 

Of  no  less  importance  in  the  relation  of  the  prostate  to  urinary 
affections  is  the  arrangement  of  the  floor  of  the  prostatic  urethra. 
Anteriorly  lies  the  verumontanum  or  sinus  pocularis,  and  on 
either  side  of  it  are  the  prostatic  sinuses  into  which  open  some 
fifteen  or  twenty  prostatic  ducts.  The  two  openings  of  the  ejacu- 
latory  ducts  are  placed  at  the  anterior  portion  of  the  verumon- 
tanum. It  Nature  had  purposely  aimed  to  punish  those  who  vio- 
late her  laws  in  a  manner  never  to  be  forgotten,  no  better  plan 
could  have  been  devised  than  this  arrangement  of  ducts  and  sinuses 
on  the  floor  of  the  prostatic  urethra,  leading  to  the  genital  organs. 
In  truth  the  unlawful  and  blissful  moment  of  joy  is  too  often  trans- 
formed into  days,  even  years  of  despair,  through  the  arrangement 
just  mentioned,  for  it  is  by  this  route  that  urethral  diseases  are 
carried  to  the  deeply-seated  sexual  organs. 

In  closing  this  brief  and  necessarily  superficial  survey  of  the 
anatomic  features  of  the  prostate  which  have  reference  to  the 
passage  of  the  urinary  stream,  mention  must  be  made  of  the  com- 
plex nerve  supply  which  brings  the  prostate  into  close  affiliation 
with  all  surrounding  parts  and  indirectly  with  organs  at  a  dis- 
tance. It  is  this  profuse  nerve  supply  that  is  responsible  for  so 
many  of  the  neurasthenic  symptoms  following  inflammation  of 
the  organ,  the  great  majority  of  which  are  urinary  in  character. 

There  is  still  some  diversity  of  opinion  as  to  the  part  played 
by  the  prostate  in  the  normal  urinary  act.  The  opinion  expressed 
by  Keyes  to  the  effect  that  "the  prostate  has  nothing  to  do  with 
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urination,  and  is  quite  passive  in  the  act,"  while  it  enjoys  the  sup- 
port of  numerous  observers  in  the  past,  is  quite  opposed  to  the 
opinion  of  equally  numerous  writers,  who  maintain  that  the  pros- 
tate does  take  part  in  the  act  of  micturition.  It  is  conceded  by 
all  that  the  primary  function  of  the  organ  is  sexual,  nevertheless 
these  observers  agree  in  attributing  to  those  prostatic  fibres  lying 
in  intimate  relation  with  the  bladder  anteriorly,  the  so-called 
external  sphincter  of  Henle,  a  secondary  part  in  the  urinary  act. 
In  infants  it  is  well  known  that  the  prostatic  muscle  fibres  are 
practically  continuous  with  those  of  the  bladder  walls.  In  adult 
age,  however,  this  continuity  seems  to  be  modified  somewhat  by  a 
thickening  and  reinforcement  of  the  prostatic  fibres,  which  con- 
stitute the  sphincter  of  Henle  or  the  neck  of  the  bladder.  The 
preponderance  of  opinion  is  well  put  by  Lydston  in  these  words : 
"While  urination  might  be  carried  on  in  the  absence  of  muscular 
tissue  of  the  prostate,  the  organ,  nevertheless,  appears  to  play  a  dis- 
tinct secondary  or  auxiliary  role  in  micturition.  While  admitting 
therefore,  that  the  prostate  is  to  all  intents  and  purposes  a  procrea- 
tive  organ,  it  would  seem  that  it  is  a  participant  in  the  function  of 
micturition,  and  should  therefore  receive  consideration  as  a  urin- 
ary organ  as  well." 

As  has  been  stated,  this  paper  aims  to  consider  the  prostate, 
as  far  as  its  brevity  will  allow,  in  its  role  as  a  urinary  organ.  It 
is  difficult  to  understand  the  prevalent  tendency  that  creates  a 
sharply  drawn  line  between  the  bladder  and  the  prostate  in  their 
relation  to  the  urinary  function,  for  the  anatomic  structure  of  the 
relative  parts  is  such  as  to  create  a  functional  and  structural  con- 
tinuity between  the  two  organs.  The  line  drawn  between  the  blad- 
der and  prostatic  urethra  is  an  arbitrary  one.  It  does  not  exist 
anatomically,  neither  is  there  good  reason  for  believing  that  it 
exists  physiologically.  The  prostatic  urethra  opens  into  the  blad- 
der like  a  funnel,  the  wide  mouth  facing  the  bladder,  the  narrow 
mouth  being  continuous  with  the  urethra  anteriorly.  To  all  in- 
tents and  purposes  the  wide  mouth  of  the  prostatic  urethra  is  in- 
tended by  Nature  as  a  continuation  of  the  bladder,  and  as  such 
it  ought  to  share  the  honors  with  the  bladder  in  health,  and  its  mis- 
fortunes in  disease.  Such  we  find  to  be  the  fact  in  practice  as  in 
theory.  The  bladder  cannot  perform  its  normal  functions  proper- 
ly if  the  prostate  is  diseased;  neither  can  the  bladder  remain  long 
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the  seat  of  disease  without  affecting  the  prostate.  There  is  a  com- 
munity of  interest,  so  to  speak,  that  compels  a  recognition  of  these 
two  adjoining  bodies  as  common  urinary  organs.  This  can  well 
be  illustrated  by  the  familiar  picture  presented  by  an  acute  in- 
flammation of  the  prostatic  urethra.  The  bladder  itself  is  not 
necessarily  involved  in  the  inflammatory  process,  yet  the  symptoms 
are  those  commonly  described  as  "bladder  symptoms."  To  dif- 
ferentiate between  this  complex  of  symptoms  and  those  produced 
by  an  acute  inflammation  of  the  bladder  itself,  is  by  no  means  an 
easy  matter. 

Another  interesting  point  in  this  connection  is  brought  to  view 
when  we  compare  the  normal  prostate  with  the  pathologic  pros- 
tate. The  normal  prostate  is  essentially  a  genital  organ, — at 
best,  its  urinary  function  is  a  limited  one.  The  importance  of  the 
organ  in  health  practically  depends  on  its  genital  functions.  Re- 
verse the  picture  and  study  the  prostate  in  disease,  and  we  are  con- 
fronted with  a  complex  of  urinary  symptoms.  Physiologically  a 
genital  organ,  the  prostate  in  the  pathologic  condition  is  at  once 
transformed  into  a  urinary  organ.  Thus  a  prostate  may  func- 
tionate properly  as  a  genital  organ,  and  at  the  same  time  be  re- 
sponsible for  diverse  urinary  troubles  of  a  character  menacing  to 
life  itself.  Whatever  the  pathologic  condition  of  the  prostate  may 
be,  sooner  or  later  the  predominating  symptoms  resulting  there- 
from will  be  referred  to  the  urinary,  and  not  to  the  genital  func- 
tion. This  in  itself  should  be  a  sufficient  justification,  if  one  were 
needed,  for  the  consideration  of  the  prostate  as  an  important 
factor  in  urology. 

In  considering  the  pathology  of  the  prostate,  two  conditions 
stand  out  preeminently  as  being  the  most  important,  one  inflam- 
matory, namely  acute  and  chronic  gonorrheal  inflammation  of  the 
prostatic  urethra,  the  other,  the  non-inflammatory  hypertrophy 
of  the  prostate  seen  in  old  age.  The  bete  noire  of  the  genito- 
urinary surgeon  is  gonorrhea  of  the  prostatic  urethra,  because  of 
its  tendency  to  chronicity,  and  the  well-nigh  impossibility  of  a 
satisfactory  cure.  It  has  been  well  said  that  "were  it  not  for  the 
prostate,  gonorrheal  urethritis  would  be  a  curable  disease."  Seek- 
ing the  cause  of  this  condition,  we  are  at  once  directed  to  the 
anatomic  structure  of  the  floor  of  the  prostatic  urethra,  which, 
as  has  already  been  stated,  offers  the  infecting  bacteria  a  nidus 
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from  which  they  can  with  difficulty,  if  at  all,  be  removed.  In 
spite  of  the  many  material  advances  that  have  been  made  within 
the  past  decade  both  in  our  knowledge  of  the  pathologic  con- 
ditions and  the  remedies  with  which  to  attack  them,  there  is  a 
growing  number  of  careful  observers  who  maintain  that  gonor- 
rheal inflammation  of  the  prostatic  urethra  cannot  be  thoroughly 
cured.  Manifestly  the  task  of  getting  rid  of  the  myriads  of 
bacteria  that  have  invaded  this  portion  of  the  urinary  channel, 
with  its  ducts,  glands  and  sinuses,  is  not  a  simple  one  by  any  means, 
as  our  experience  so  eloquently  can  testify.  It  is  not  that  the 
germ  or  its  product  is  less  amenable  to  treatment  in  this  location 
than  irt  other  portions  of  the  body,  but  it  is  due  to  the  peculiar 
structure  and  situation  of  the  prostate.  The  gonorrheal  inflam- 
mation, taking  root  at  the  meatus  urinarius  and  traveling  back- 
ward spares  no  portion  of  the  canal.  In  some  instances,  happily, 
the  disease  does  not  seem  to  extend  to  the  deep  urethra,  if  we  are 
to  judge  by  the  subjective  and  objective  symptoms.  Chetwood 
and  others,  however,  maintain  that  in  every  case  of  gonorrhea 
the  deep  urethra  is  more  or  less  involved,  even  though  there  be  an 
absence  of  the  so-called  posterior  symptoms.  If  then,  we  assume 
this  view  to  be  correct,  and  granting  the  difficulty  of  successfully 
treating  the  prostatic  urethra  once  it  is  attacked,  we  can  readily 
see  that  the  prostate  is  primarily  responsible  for  the  chronicity  of 
gonorrheal  urethritis. 

In  this  connection  it  is  well  to  remember  that  the  prostatic 
urethra  leads  not  only  to  the  bladder,  but  to  the  deep  genital 
organs.  It  presents  a  division  of  the  roads,  so  to  speak,  a  bifurca- 
tion leading  on  the  one  hand  to  the  urinary  organs,  and  on  the 
other  to  the  genital  organs.  It  necessarily  follows  that  any  patho- 
logic extension  from  the  urinary  to  the  genital  tract,  or  vice  versa, 
must  of  necessity  invade  this  "thousand-mouthed,  succulent  pros- 
tate," as  Keyes  puts  it. 

In  acute  and  chronic  gonorrhea,  the  role  of  the  prostate  is  a 
predominating  one.  In  the  ultimate  analysis  chronic  gonorrhea 
is  synonymous  with  chronic  gonorrhea  of  the  prostatic  urethra, 
while  the  so-called  acute  gonorrheal  cystitis  is  in  reality  an  acute 
gonorrheal  inflammation  of  the  prostatic  urethra.  The  acute  form 
may  limit  itself  to  the  surface  of  the  prostate,  or  may  infect  its 
follicles;  it  may  reach  the  highest  degree  of  inflammation  and 
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lead  to  abscess  formation  and  suppuration.  Between  these  ex- 
tremes every  degree  of  inflammation  is  possible,  and  the  degree 
of  the  inflammation  is  reflected  and  made  manifest  by  the  urinary 
symptoms  which  follow.  Frequent,  urgent  and  painful  urination, 
and  vesical  tenesmus  to  a  greater  or  less  degree,  mark  the  in- 
fluence of  acute  prostatic  inflammation  on  the  urinary  function. 
In  severe  cases  the  prostate,  by  its  large  size,  may  offer  a  me- 
chanical obstruction  to  the  flow  of  urine,  becoming  more  and  more 
marked,  and  leading  possibly  to  absolute  retention.  In  the  ma- 
jority of  instances  the  severity  of  the  urinary  symptoms  is  in  direct 
proportion  to  the  extent  and  degree  of  prostatic  inflammation. 

In  chronic  prostatic  inflammation  the  symptoms  are  subdued 
in  sympathy  with  the  low  character  of  the  inflammation.  I  know 
of  nothing  more  exasperating  and  nerve  racking  than  the  neur- 
asthenic patient  with  chronic  prostatitis  and  urinary  symptoms. 
These  symptoms  are  usually  of  a  reflex  character,  and  may  be  and 
usually  are  out  of  all  proportion  to  the  appreciable  pathologic 
conditions.  Yet  they  must  be  reckoned  with,  and  the  responsibility 
for  their  occurrence  must  be  laid  at  the  door  of  the  prostate. 

Strange  it  is,  that  the  relations  of  the  prostate  to  gonorrhea 
are  so  often  overlooked.  In  the  literature  it  is  not  at  all  unusual 
to  find  the  prostatic  urethra  absolutely  ignored.  Judging  by  many 
of  these  literary  effusions,  gonorrhea  and  the  prostate  are  strangers, 
and  all  that  one  requires  to  cure  the  disease  is  a  two  drachm 
syringe,  a  bottle  of  some  astringent  or  silver  preparation  and  a 
pus-bag.  With  this  simple  paraphernalia,  gonorrhea  of  the  ure- 
thral tract,  lasting  for  days  or  months,  has  been  reported  "cured" 
in  a  most  marvelously  short  time.  In  my  experience  it  has  been 
found  not  only  advisable,  but  imperative,  to  carefully  examine  the 
prostate  in  every  case  of  gonorrhea  before  a  patient  can  be  dis- 
charged; and  it  has  been  found  equally  essential  in  every  case  to 
examine  the  condition  of  the  prostate  from  time  to  time  in  the 
course  of  the  disease.  In  this  way  what  might  have  insidiously  be- 
come a  chronic  intractable  gonorrhea,  has  time  and  again,  been 
nipped  in  the  bud,  as  it  were,  by  this  precautionary  measure. 

To  sum  up  the  situation,  the  crux  of  the  matter  of  gonorrhea, 
its  pathology  and  its  treatment,  lies  in  the  prostate. 

Leaving  this  phase  of  the  subject,  we  shall  consider  the  pros- 
tate in  its  most  important,  non-inflammatory  role — senile  hyper- 
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trophy.    The  conditions  are  self-evident.    Without  the  prostate 
there  can  be  no  prostatic  hypertrophy,  and  without  this  hyper- 
trophy there  can  be  no  consequent  obstructive  symptoms.  The 
case  against  the  prostate  is  put  in  one  word, — obstruction.  For 
reasons  that  need  not  be  discussed  here,  the  prostate  assumes  a 
pathologic  enlargement,  impinging  on  the  floor  of  the  prostatic 
urethra  or  of  the  bladder  at  its  junction  with  the  latter,  thereby 
narrowing  the  lumen  of  the  urinary  channel  to  a  greater  or  less 
degree.    Interference  with  the  passage  of  the  urinary  stream  fol- 
lows, and  the  result  is  a  series  of  urinary  symptoms  that  might 
be  summed  up  in  these  words:  obstruction,  retention,  congestion, 
distension,  inflammation,  atony  and  eventually  sepsis  and  death. 
The  condition  is  essentially  a  disease  of  advanced  age,  though  iso- 
lated cases  have  been  reported,  in  which  it  was  found  in  young 
men  between  19  and  37.    The  statistics  vary  considerably  ac- 
cording to  various  observers,  but  it  is  clear  that  from  33  to  50  per 
cent,  of  all  men  beyond  the  age  of  55  have  enlargement  of  the 
prostate,  though  only  about  one-fifth  of  the  total  number  are  made 
aware  of  the  fact  by  the  presence  of  symptoms.    Either  the 
muscular,  glandular  or  connective  tissue  elements  may  predominate 
thereby  giving  character  to  the  growth  and  determining  the  nature 
and  extent  of  the  interference  with  the  urinary  stream.    Any  por- 
tion of  the  organ  may  be  involved.    It  is  well  to  remember,  how- 
ever, that  it  is  not  the  extent  of  the  hypertrophy  that  determines 
the  subjective  symptoms,  but  the  manner  in  which  the  growth  im- 
pinges upon  the  lumen  of  the  prostatic  urethra.    Thus  the  hyper- 
trophy may  be  very  great  in  the  direction  of  the  rectum,  without 
interfering  to  the  slightest  degree  with  the  function  of  urination; 
on  the  other  hand,  a  small  teat-like  growth  pointing  directly  into 
the  bladder  neck  may  so  obstruct  the  stream  as  to  cause  complete 
retention.    Neither  does  the  organ  assume  a  definite  shape  in  its 
growth.    It  is  apt  to  be  grotesquely  enlarged,  and  irregular  in  out- 
line when  pointing  towards  the  urethra  or  bladder,  while  in  the 
direction  of  the  rectum,  its  tough  fibrous  capsule  usually  deter- 
mines its  growth  as  a  smooth  and  even  mass.    Examination  of 
the  prostate  by  rectum  is  therefore  not  conclusive  of  the  extent  or 
character  of  the  urinary  obstruction.    A  prostate  that  feels  normal 
to  the  finger  in  the  rectum,  may  occlude  the  prostatic  channel  com- 
pletely, and  vice  versa. 
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The  results  of  prostatic  obstruction  are  familiar,  and  need  no 
elucidation.  Briefly  the  bladder  wall  undergoes  a  compensatory 
hypertrophy,  which  is  succeeded  by  overdistension  and  thinning 
of  the  walls.  When  this  condition  has  been  reached,  the  ureters 
and  pelves  of  the  kidneys  have  been  involved  and  have  become 
distended  by  the  back  pressure  exerted  by  the  urine.  The  arteries 
of  the  bladder  walls  deteriorate,  and  the  bladder  falls  an  easy 
prey  to  germ  infection  and  inflammation  from  extraneous  sources. 
The  urine  becomes  putrid,  its  salts  are  precipitated  and  agglutin- 
ated, and  vesical  calculus  may  add  its  tortures  to  those  that  have 
so  long  existed.  The  classic  incontinence  of  retention,  with  its 
continued  dribbling,  is  the  characteristic  urinary  symptom  of  this 
condition.  From  this  stage  to  the  condition  of  general  sepsis,  the 
steps  are  not  many,  and  unless  the  dam  is  removed,  and  the  urinary 
current  restored,  at  least  in  part,  the  fate  awaiting  the  unfortunate 
prostatic  is  mitigated  only  by  death. 

The  general  practitioner  sees  these  cases  in  the  early  stages, 
and  the  responsibility  for  an  early  diagnosis  rests  upon  him.  If 
he  will  but  bear  in  mind  the  axiom  that  frequent  urination  in  a 
man  over  fifty,  especially  if  the  urine  must  be  voided  at  night, 
incriminates  the  prostate,  he  will  be  able  to  spare  his  patient  much 
future  suffering.  The  finger  in  the  rectum,  the  Thompson  searcher 
in  the  bladder,  the  amount  of  residual  urine,  and  the  variations 
from  the  normal  urinary  length,  furnish  a  mass  of  evidence  that 
in  most  cases  renders  the  diagnosis  certain. 

The  treatment  in  theory  is  simple  enough.  The  obstruction 
should  be  removed.  Every  surgeon  has  his  favorite  method,  and 
each  method  has  its  advocates.  Most  likely,  a  careful  study  of 
the  individual  case,  and  an  application  of  the  particular  operative 
method  most  suited  to  the  existing  conditions,  will  bring  about 
the  best  results. 

In  many  instances  where  the  obstruction  is  not  great,  the 
patients  can  be  kept  in  comfort  for  a  long  period  by  the  intelligent 
administration  of  the  so-called  urinary  antiseptics,  urotropin,  salol, 
cystogen,  helmitol  and  others.  It  is  in  this  class  of  cases  that 
these  remedies  find  their  greatest  field  of  usefulness.  I  have  kept 
ten  or  twelve  prostatics,  who  refused  operation,  in  comparative 
comfort  for  periods  varying  from  twelve  to  eighteen  months  by  the 
administration,  experimentally,  of  one  of  the  newer  antiseptics, 
helmitol.    Its  sedative  effect  is  at  times  marvelous. 


THE  ROLE  OF  THE  PROSTATE.  243 


Chronic  contracture  of  the  neck  of  the  bladder  is  often  mis- 
taken for  prostatic  hypertrophy.  Pathologically,  the  lesion  con- 
sists of  a  permanent,  unrelaxable,  rigid  contracture  of  the  muscle 
fibres  encircling  the  prostatic  urethra,  constituting  a  ring-like  nar- 
rowing of  the  wide  mouth  of  the  prostatic  funnel.  Fuller  com- 
pares this  contracture  to  that  of  the  sternocleidomastoid  muscle 
in  chronic  torticollis;  contraction  or  dilatation  is  impossible.  The 
mucous  membrane  lining  the  bladder  neck  is  congested  and  thick- 
ened, the  lumen  of  the  prostatic  urethra  is  narrowed  and  obstruc- 
tion to  the  urinary  flow  is  more  or  less  well  marked.  The  blad- 
der becomes  pouched,  and  cannot  fully  expel  its  contents.  The 
residual  urine  behaves  like  that  of  prostatic  obstruction,  and  pre- 
sents the  same  symptoms.  Diagnosis  is  made  by  exclusion.  Where, 
in  any  given  case,  that  presents  the  classic  symptoms  of  urinary 
obstruction,  it  is  found  on  examination  that  the  hypertrophy  of  the 
prostate,  if  there  be  any,  is  not  sufficient  to  account  for  the  re- 
siduum, and  there  is  no  increase  in  the  urinary  length,  we  may, 
with  reason,  assume  that  chronic  contracture  exists.  We  may  also 
diagnose  this  condition  where  a  patient  complains  of  painful  and 
frequent  micturition  in  the  course  of  an  obstinate  chronic  gon- 
orrhea, without  the  presence  of  acute  inflammation,  and  where  re- 
sidual urine  can  be  found  without  prostatic  hypertrophy.  At 
all  events,  any  existing  doubts  can  be  expelled  by  a  perineal  sec- 
tion. 

In  neuralgia  of  the  prostatic  urethra  we  have  another  mani- 
festation of  the  influence  of  the  prostate  in  the  causation  of  urin- 
ary symptoms.  This  condition  is  more  commonly  known  as  ir- 
ritable bladder,  and  is  the  result  of  deep  urethral  irritability,  modi- 
fied for  better  or  worse  by  the  general  nervous  condition  of  the 
patient.  It  is  characteristic  of  these  cases  that  there  are  rarely 
nocturnal  demands.  The  urine  is  clear,  though  often  phosphatic. 
The  neurasthenic  element  is  apt  to  be  strongly  developed  in  these 
cases,  sometimes  manifesting  itself  by  adding  sexual  symptoms  to 
those  of  the  urinary  tract. 

Prostatic  atrophy,  as  the  responsible  factor  in  urinary  disease, 
is  so  rare  as  to  be  very  little  understood.  It  is  said  that  eneuresis 
or  retention  may  mark  the  range  of  the  symptoms.  It  is  more 
than  likely  that  it  exists  often  without  giving  evidence  of  the  fact. 

Prostatic  tuberculosis  is  not  an   unusual   urinary  condition. 
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The  symptoms  are  those  of  any  chronic  inflammation  of  the  pros- 
tate. Hematuria  is  sometimes  present.  The  symptoms,  of  course, 
depend  on  the  extent  and  severity  of  the  disease.  Objectively,  the 
prostate  is  found  to  be  enlarged  in  more  or  less  irregular  nodular 
fashion,  with  occasional  areas  of  softening.  In  extreme  cases  the 
entire  prostate  is  one  cheesy  mass,  leading  to  general  secondary7 
infection.  It  is  well  to  remember  that  tuberculosis  of  the  genital 
tract  cannot  extend  to  the  urinary  tract  without  first  attacking  the 
prostate.  Also  when  the  inflammatory  process  extends  from  one 
testis  to  the  other,  the  prostate  must  likewise  be  bridged.  Here, 
too,  we  see  the  great  importance  of  the  prostate. 

Calculi  of  the  prostate  contribute  their  share  to  the  subject  of 
urology.  They  may  be  considered  as  vesical  stones  that  have 
passed  from  the  bladder  and  lodged  in  the  prostatic  urethra,  or 
as  prostatic  concretions,  in  which  case  they  consist  largely  of  phos- 
phate of  lime  and  epithelial  detritus.  Unless  they  attain  a  large 
size  and  project  into  the  urethral  canal,  they  are  not  apt  to  give 
rise  to  clinical  symptoms.  They  may  work  their  way  forward  and 
come  out  at  the  meatus,  or  backward  into  the  bladder,  there  act- 
ing as  the  nucleus  of  a  larger  vesical  stone.  Here  we  see  how 
the  prostate  may  be  responsible  for  vesical  calculus. 

Malignant  disease  of  the  organ  will  also  give  rise  to  urinary 
symptoms  of  a  severe  character.  Primary  malignancy  with  ex- 
tension of  the  bladder  is  not  unusual,  though  the  reverse  is  quite 
rare.  In  children  the  type  is  that  of  sarcoma,  ten  per  cent,  of 
all  reported  cases  having  been  sarcoma  in  children  under  ten 
years  of  age.  The  clinical  signs  are  those  of  mechanical  obstruc- 
tion followed  by  those  of  nerve  pressure  and  extension  to  adjacent 
parts.  The  symptoms  are  extremely  painful,  and  dissolution  oc- 
curs within  one  year  after  the  onset  of  the  disease.  Reflex  sciatica, 
especially  when  bilateral,  is  said  to  be  indicative  of  prostatic  can- 
cer. 

When  the  prostate  is  injured  by  blows  or  kicks,  urinary  symp- 
toms will  result,  the  severity  depending  upon  the  character  of  the 
wound  or  injury.  Internal  hemorrhage  is  very  likely  to  follow 
if  the  rich  prostatic  plexus  of  veins  is  injured.  Urinary  infiltra- 
tion is  also  a  possible  result.  The  blood  may  flow  backwards 
into  the  bladder,  forming  a  hard,  coagulated  mass,  which  may  be 
extremely  difficult  to  remove. 
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Prostatic  cysts  may  interfere  with  the  urinary  stream  if  they 
are  large  enough  to  occlude  the  urethral  canal. 

It  should  also  be  remembered  that  the  prostate  may  be  in- 
directly responsible  for  suppuration  and  other  important  patho- 
logic lesions  in  the  kidney. 

Conclusions :  The  prostate,  though  a  sexual  organ  in  health, 
is  essentially  a  urinary  organ  in  the  diseased  state. 

Urinary  symptoms  are  most  often  directly  due  to  prostatic  dis- 
ease. 

Any  pathologic  lesion  of  the  prostate  which  increases  its  size, 
favors  interference  with  the  urinary  stream  to  a  greater  or  less  de- 
gree. 

Inflammation  of  the  prostate  is  always  accompanied  by  urinary 
symptoms.    The  genital  symptoms  are  least  marked. 

In  reference  to  gonorrhea,  the  prostatic  urethra  is  the  most 
important  of  the  urinary  tract;  it  is  the  favorite  seat  of  chronic 
urethritis;  it  is  the  medium  over  which  the  inflammation  travels 
from  the  urinary  to  the  genital  tract. 

The  prostate  is  solely  responsible  for  the  important  urinary 
conditions  which  result  as  a  consequence  of  its  senile  hypertrophy. 

Prostatic  concretions  may  lodge  in  the  bladder  and  act  as  the 
nucleus  of  larger  vesical  calculi. 

Chronic  contracture  of  the  bladder  neck,  neuralgia  of  the  pros- 
tatic urethra,  prostatic  tuberculosis,  malignant  prostatic  disease, 
prostatic  cysts  and  trauma  of  the  organ,  are  all  made  evident  by 
their  effect  on  the  urinary  function. 

Lastly,  these  numerous  urinary  affections  justify  the  considera- 
tion of  the  prostate  as  a  urinary  organ,  second  only  to  the  kid- 
neys in  importance. 


RIGHT   RENAL  CALCULUS    AND  APPENDICITIS, 
WITH  REPORT  OF  TWO  CASES. 

By  William  E.  Lower,  M.  D. 
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HE  occasional  confusion  that  exists  in  differentiating 


diseased  conditions  situated  in  the  right  hypochondrium 


-M-  must  be  apparent  to  all  clinicians  of  any  considerable  ex- 
perience, especially  differentiating  between  a  right  renal  calculus, 
impacted  in  the  pelvis  of  the  kidney  or  lodged  somewhere  along 
the  ureter,  and  certain  forms  of  appendicitis. 

To  have  both  conditions  present  at  the  same  time  is  of  suffi- 
ciently rare  occurrence  to  warrant  the  presentation  of  the  appended 
two  cases.  Both  cases  were  seen  with  my  associate,  Dr.  Geo.  W. 


/:  Male,  aged  $Q.  Family  history:  negative.  Personal 
history:  Had  typhoid  fever  at  16;  since  then  he  has  never  had 
any  prolonged  illness.  There  is  a  history  of  his  having  passed 
renal  calculi  at  various  times  within  the  last  10  years.  He  has  had 
three  distinct  attacks  prior  to  the  present  one.  In  each  attack  the 
pain  was  very  severe,  requiring  large  doses  of  opiates  to  relieve 
him.  At  each  attack  he  vomited  very  profusely.  He  never  had 
fever.    He  always  passed  the  calculus. 

On  January  18,  1903,  while  on  his  way  home  from  a  neigh- 
boring town,  he  had  an  attack  while  riding  on  the  car.  He 
vomited  and  was  obliged  to  have  morphine  for  relief. 

These  pains  always  began  in  the  right  lumbar  region  and  ex- 
tended down  into  the  groin ;  there  was  marked  retraction  of  testicle 
and  pain  extending  to  end  of  penis,  often  down  into  thigh. 

On  January  19,  after  an  attack  of  pain,  he  passed  a  renal 
calculus  about  the  size  of  a  French  pea. 

On  February  24,  at  1  a.  m.,  after  two  or  three  days  of  feeling 
indisposed,  the  present  attack  came  on.  The  pain  did  not  persist 
so  long  a  time  in  the  loin  and  there  was  greater  pain  in  the  stomach 
than  usual,  with  more  or  less  tenderness  over  the  entire  abdomen. 
He  vomited,  as  usual,  during  these  attacks. 

On  February  25  he  was  obliged  to  have  morphine  for  relief 
of  pain.    The  general  tenderness  over  the   abdomen  subsided 
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after  the  morphine,  but  there  was  not  the  sudden  relief  from  pain 
which  he  usually  experienced  after  morphine.  There  remained 
after  this  attack  a  pain  and  soreness  in  the  right  side;  a  mass  be- 
gan to  form  and  steadily  increased  in  size  from  day  to  day.  He 
passed  the  renal  calculus  on  the  third  day  of  the  attack.  After 
this  he  began  to  have  fever,  varying  from  100  to  101  1-2,  falling 
to  99  in  the  morning.   We  saw  him  on  March  12. 

Eamination :  Patient,  a  well-developed  and  well-preserved 
man.  No  sclerotic  changes  perceptible  in  the  vessels;  heart  and 
lungs  normal.  In  the  right  inguinal  region  is  a  mass,  extending 
well  downward  toward  the  pelvis,  not  very  sensitive  to  touch,  and 
rather  firm.  The  mass  can  be  distinctly  felt  by  the  finger  in  the 
rectum.  It  did  not  fluctuate.  There  was  always  severe  pain  when 
urinating,  also  retraction  of  the  testicle  on  that  side. 

Cystoscopic  examination  and  ureteral  catheterization:  Ure- 
thra, patulous;  prostate,  only  slightly  enlarged.  Bladder  capacity, 
300  c.c. ;  bladder,  normal.  Ureters  readily  catheterized,  the 
catheters  passing  along  ureters  unobstructed.  Clear  urine,  and 
equal  amounts  from  the  two  sides. 

These  facts  eliminated  the  possibility  of  the  mass  being  due 
to  ureteral  obstruction  and  impaction.  With  this  factor  eliminated 
the  most  likely  trouble  was  an  appendicitis.  An  appendiceal  ab- 
scess was  diagnosed  and  opened  a  few  minutes  later,  and  a  gan- 
grenous appendix  found.  The  attack  of  appendicitis  probably 
developed  at  the  time  of  the  renal  colic. 

Case  II:  Male,  aged  35.  Family  history :  Negative.  Personal 
history:  On  October  26,  1903,  was  taken  with  a  severe  pain  in 
the  right  side,  not  quite  high  enough  for  a  typical  kidney  pain,  yet 
causing  retraction  of  right  testicle,  with  pain  referred  to  end  of 
penis.  The  paroxysm  was  severe,  requiring  morphine  for  relief. 
No  urinary  symptoms,  with  the  exception  of  a  slight  difficulty  in 
starting  urine.  Urine  examination  reported  negative.  A  diagnosis 
of  renal  colic  was  made  by  the  physician  in  attendance.  A  few 
days  later  he  was  again  taken  with  pain  which  was  referred  to  the 
epigastrium  and  back,  simulating  gall  stones.  At  this  time  he 
was  sent  to  the  hospital  and  we  were  called  to  see  him. 

Physical  examination :  Palpation  does  not  elicit  any  tender- 
ness over  the  right  kidney  or  the  gall  bladder.  There  is  no  ab- 
dominal tenderness.    Deep  pressure  in  the  right  inguinal  region 
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causes  pain  referred  to  the  region  of  the  umbilicus,  simulating 
the  referred  pain  in  appendicitis  cases. 

Cystoscopy  and  catheterization  of  the  ureters:  Urethra, 
patulous;  bladder  capacity7,  300  c.c.  Catheterization  of  left 
ureter  easy;  right  somewhat  difficult,  but  the  catheter  passed  un- 
obstructed to  the  kidney  pelvis.  Urine  flowed  slightly  more  rapid- 
ly from  the  right  side.  Freezing  point  of  right,  0.80;  of  the  left, 
2.00;  of  bladder  urine,  1.30.  The  urine  from  the  right  side  con- 
tained leucocytes,  hyaline  and  a  few  granular  casts. 

The  great  difference,  1.20,  in  the  freezing  point  of  the  two 
specimens  of  urine  pointed  to  some  difficulty  of  the  right  kidney. 
The  referred  pain  on  deep  pressure,  in  right  inguinal,  simulated 
appendicitis. 

October  30,  operation  :  An  incision  was  made  along  the  outer 
border  of  the  right  rectus  so  that  the  gall  bladder,  appendix  and 
right  kidney  could  all  be  palpated  and  inspected.  The  gall  bladder 
and  kidney  were  apparently  normal.  The  appendix  was  found 
retro-cscal  and  kinked  upon  itself.  The  distal  end  was  thick- 
ened and  contained  a  few  drops  of  pus,  cultures  from  which 
showed  a  capsulated  organism. 

November  10:  The  patient  passed  a  rough,  oxalate  calculus, 
weighing  .068  grains. 

November  1 1  :    Urine  examination  normal. 

The  appendicitis  in  this  case,  as  in  the  other,  probably  de- 
veloped while  the  stone  was  still  in  the  kidney  pelvis.  I  do  not 
know  how  these  two  conditions,  which  were  present  at  the  same 
time  in  these  cases,  can  be  associated.  It  is  not  likely  they  were 
mere  coincidents. 

The  cases  demonstrate: 

I.  That  right  renal  calculus  and  appendicitis  may  be  present 
at  the  same  time. 

II.  That  there  are  many  symptoms  in  common  in  the  two 
diseases. 

III.  That  ureteral  catheterization  and  cystoscopy  are  of  very 
great  aid  in  differentiating  diseased  conditions  in  the  right  hypo- 
chondrium. 

275  Prospect  Street. 
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Observations  Arising  out  of  the  Geographical  Distribution  of  Stone  and 
Calculous  Disorders. — By  Reginald  Harrison,  F.  R.  C.  S.,  Vice-President  and 
Hunterian  Professor  of  burgery,  Royal  College  of  Surgeons,  and  Delegate 
appointed  to  represent  the  College  at  the  Egyptian  Congress  of  Medicine,  1902. 
The  points  to  which  the  writer  more  particularly  desired  to  draw  attention  may 
be  formulated  by  the  questions:     (1)   Has  the  study  of  the  geographical  distri- 
bution of  calculous  diseases  added  to  our  knowledge  of  their  causes;  and  (2),  if 
so,  to  what  extent? 

The  distribution  of  stone  throughout  the  world  is  very  varied  and  irregular. 
To  account  for  this  much  stress  has  been  laid  upon  certain  differences  in  the  con- 
ditions under  which  the  inhabitant  of  respective  countries  live.  These  have  refer- 
ence mainly  to  the  food  and  drink  supply,  to  climate  and  to  states  incidental  to 
the  latter;  for  instance,  a  local  liability  to  certain  parasitical  affections,  to  physical 
conditions  of  the  urinary  apparatus  favorable  to  these  concretions. 

At  the  meeting  of  the  British  Medical  Association,  at  Cheltenham,  this  last 
year,  two  conclusions  were  arrived  at  of  which  I  do  not  think  any  doubt  as  to  their 
correctness  can  be  entertained. 

In  the  first  place,  Dr.  Patrick  Mason  pointed  out  two  kinds  of  calculi  whose 
etiology  was  positively  known  ;  he  referred  to  those  formed  on  foreign  bodies,  and  on 
the  ova  or  debris  of  the  bilharzia.  The  second  conclusion  was  that  emphasized 
by  Mr.  Freyer  to  the  effect  that  about  one-third  of  the  cases  of  stone  he  had  operated 
upon  in  England  were  complicated  with  enlargement  of  the  prostate.  Taken  in 
conjunction  with  the  statement  that  there  was  ten  years'  difference  in  the  expectancy 
of  life  in  favor  of  the  inhabitants  of  England  as  compared  with  India,  this  indi- 
cated that  structural  obstruction,  as  a  consequence  of  age  or  otherwise,  must  be  re- 
garded as  a  factor  in  the  production  of  urinary  calculi. 

When  a  stone  is  formed  upon  any  foreign  body  in  the  bladder,  the  process  of 
stone-making  is  uninfluenced  by  food,  drink,  climate,  or  by  any  other  condition  to 
which  the  human  body  is  liable,  and  illustrates  a  natural  law  which  governs  the 
construction  of  this  form  of  calculus,  in  whomsoever  it  occurs. 

What  we  want  to  determine  is  a  practical  explanation  of  the  formation  of  other 
calculi  applicable  alike  to  the  isolated  case  in  places  where  stone  is  a  rare  dis- 
order, to  countries  where  it  may  be  said  to  be  endemic,  and  to  the  varied  condi- 
tions under  which  its  geographical  distribution  shows  it  to  exist. 

It  would  seem,  partly  from  a  study  of  its  incidence  and  history,  and  partly 
from  experiment,  that  it  is  unnecessary  to  go  outside  the  field  of  natural  phenomena 
to  explain  the  manner  in  which  stone  is  formed  and  the  causes  which  lead  to  it. 
Rainey's  theory  and  demonstrations  relating  to  molecular  coalescence  cover  both. 
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Dr.  E.  L.  Keyes,  of  New  York,  states  in  reference  to  stone  formation :  "The  experi- 
ments begun  by  Rainey  and  improved  upon  by  Ord  are  the  first  serious  efforts 
towards  a  scientific  appreciation  of  the  subject  of  which  we  have  any  record." 

I  will  pass  on  to  consider  (i)  what  the  acceptance  of  Rainey's  views  on  molecular 
coalescence  relative  to  the  causes  and  formation  of  stone  implies;  and  (2),  the 
probable  relationship  of  some  facts  obtained  from  the  study  of  geographical  dis- 
tribution of  calculus  thereto. 

Stones,  analogous  with  urinary  ones,  can  be  artificially  produced  outside  the 
human  body  by  the  process  of  Rainey,  if  careful  attention  is  paid  to  details  of  a 
chemico-physical  nature. 

As  far  as  geographical  considerations  are  concerned,  as  the  late  Dr.  Ord  puts 
it,  "if  the  causes  of  the  varying  prevalence  of  calculous  disease  in  different  com- 
munities and  regions  are  to  be  fully  and  carefully  examined,  such  subjects  as  con- 
stitutional proneness  or  indisposition  to  vesical  catarrh,  habits  of  life,  diet,  or  regi- 
men, or  local  conditions  of  soil,  water  and  climate,  which  can  hinder  or  pro- 
mote the  secretion  of  mucus  or  the  occurrence  of  irritation  in  the  urinary  tract, 
must  be  carefully  treated.  And  if  such  observations  are  applied  to  practice, 
we  may  hope  to  find  that  the  prevention  of  stone  becomes  partly  possible  through 
the  prevention  of  the  local  conditions  which  constitute  the  soil  in  which  it  is  sown 
and  grows." 

The  importance  of  Rainey's  work,  in  connection  with  this  subject,  lies  chiefly  in 
two  directions.  First,  as  furnishing  a  true  basis  for  investigating  many  points  of 
interest  relative  to  the  formation  of  stone;  and  secondly,  because  it  presents  reasons 
for  lines  of  preventive  treatment  which  have  not  been  adequately  appreciated  or 
utilized. 

Out  of  no  persons  who  were  operated  upon  by  the  writer  for  stone  in  the 
bladder,  23  were  known  to  have  had  recurrences  of  stone  to  some  degree.  In  an- 
alyzing these  I  found  they  might  be  divided  into  two  classes:  First,  those  which 
were  entirely  limited  to  the  bladder,  where  the  occurrence  was  invariably  in  the 
form  of  a  phosphatic  concretion;  and  secondly,  those  where  it  was  to  be  attributed 
to  a  more  recent  formation  and  descent  from  the  kidney  and  its  detention  in  the 
bladder  by  a  large  prostate. 

Liability  to  recurrence  by  fresh  descents  from  the  kidney,  when  indicated,  has 
been  successfully  dealt  with  on  those  lines  which  I  have  advocated  in  connec- 
tion with  Rainey's  views  of  molecular  coalescence. 

[Harrison  cannot  help  thinking  that  more  might  be  done  to  prevent  concre- 
tion occurring,  and  that  this  aspect  of  the  question  is  worthy  of  consideration.] 

A  Note  on  the  Treatment  of  Syphilis. —  By  Jonathan  Hutchinson.  (The 
Indian  Lancet,  September  12,  1904,  p.  446.) 

It  is  a  remarkable  fact  that  mercury  obtained  its  reputation  almost  immediately 
after  the  first  introduction  of  syphilis  into  Europe,  and  it  is  of  interest  to  reflect 
that  the  pills  which  were  known  as  "Barbarossa's"  (not  the  Emperor,  but  the 
doctor),  and  of  which  a  large  quantity  was  furnished  for  the  treatment  of  Francis 
the  First,  were  probably  essentially  the  same  as  those  which  Messrs.  Burroughs 
and  Wellcome  now  supply  by  the  million  for  the  benefit  of  the  whole  world. 

We  have  had  our  non-mercurial  school;  we  had  syphilization,  subcutaneous  in- 
jection, the  use  of  iodo-mercurial  salts,  and  we  have  had  the  fumigation  method, 
which  he  though  little  better  than  quackery.  The  profession  is  now  setting  down 
into  the  conviction  that  Astruc,  who  lived  200  years  ago,  was  right,  that  crude 
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mercury  is  the  one  specific  for  syphilis,  and  that  there  is  no  more  effectual  method 
of  using  it  than  by  rubbing  it  into  the  skin.  Those  who  prefer  the  administration 
by  the  mouth,  of  whom  I  am  one,  do  not  do  so  in  the  belief  that  it  is  more  effectual, 
but  simply  because  it  is  far  more  convenient. 

Recent  experience  has  conclusively  shown  that  by  beginning  mercury  before  the 
development  of  secondary  symptoms,  that  the  later  stages  may  be  entirely  pre- 
vented and  that  the  patient  may  never  know  more  of  the  malady  than  the  primary 
sore. 

The  plan  of  treatment  from  which  I  have,  I  think,  obtained  excellent  results, 
and  which  I  almost  invariably  pursue,  is  as  follows:  A  pill  is  prescribed  con- 
taining one  grain  of  grey  powder  and  one  of  Dover's  powder.  The  patient  is  to 
take  one  of  these  after  meals  three  times  a  day,  at  first.  If  no  diarrhea  follows 
after  a  few  days,  the  pill  is  to  be  given  four,  five  or  six  times  a  day.  All  soups, 
fruit  and  green  vegetables  are  peremptorily  forbidden,  and  from  the  first  the 
patient  is  told  that  the  treatment  and  the  precautions  must  be  continued  without 
any  intermission  whatever  for  a  year  at  least.  An  alum  mouth-wash  is  usually 
ordered,  with  a  view  to  prevent  ptyalism.  The  patient  is  allowed  to  continue  his 
ordinary  avocations,  but  is  advised  to  spend  as  much  time  in  bed  as  he  can  suit- 
ably manage.  If  there  is  debility,  a  grain  of  quinine  is  added  to  the  pill.  Under 
this  plan  it  is  very  rare  to  see  any  symptoms  either  in  the  throat  or  on  the  skin. 

I  never  begin  the  treatment  until  the  character  of  the  sore  is  definite.  Many 
cases,  of  course,  come  under  treatment  in  which  the  secondary  stage  has  already 
been  reached,  and  some  in  which,  owing  to  previous  neglect,  it  is  exceptionally 
severe.  In  some  of  these  it  is  necessary  to  send  the  patient  to  the  seaside,  and  some- 
times when  extensive  ulceration  is  present,  iodide  of  potassium  is  given  in  a  fluid 
dose  to  be  taken  together  with  the  mercurial  pill.  The  iodides  of  mercury  I  re- 
gard as  much  less  manageable  than  are  the  two  given  separately.  As  a  rule  the 
iodides  are  avoided  in  all  the  early  stages.  Their  value  in  the  treatment  of 
tertiary  gummata  it  is  not  necessary  to  enforce  by  any  eulogies  of  mine. 

Acute  Diabetes  Insipidus  with  Fatal  Coma.—  By  Alfred  H.  Carter,  M.  D. 
(Lancet,  August  27,  1904,  p.  588.) 
July  11  writer  was  called  to  see  a  little  girl  8  years  old.  She  was  considered 
to  be  in  good  health  until  June  25,  when  she  was  very  much  excited.  The  next 
day  she  complained  of  being  unwell,  and  the  day  after  seemed  better,  but  from 
that  time  forward  she  was  very  thirsty,  always  drinking  water,  and  passed  large 
quantities  of  pale  urine.  She  gradually  grew  worse,  and  the  comatose  condition 
increased.    She  died  July  13. 

Extirpation  of  Right  Carcinomatous  Kidney  with  Radical  Operation  for 
Navel  and  Inguinal  Hernia.— By  Dr.  A.  Kabulow.  (Chirurgia,  Bd.  XI V, 
Nr.  84,  Ref.,  St.  Petersbnrgcr  Medicinische  If'ochensc/irift,  October  15,  1904, 
p.  46.) 

K  performed  the  operations  enumerated  in  the  title  at  one  time.  An  anal  fistula 
was  also  stretched.    Patient  survived. 

Vesical  Tumor. —  By  Dr.  M.  C  hworostanski.    (C  hirur  gia,  Bd.,  XIV,  Nr.  86,  Ref., 
St.  Petersburger  Medicinische  IVochenschrift,  October  15,  1904,  p.  46.) 
Writer  removed  from  the  bladder  of  a  woman  of  31  a  tumor  similar  to  a  cock's 
comb,  by  sectio  alta,  which  he  considered  to  be  a  fibropapilloma,  growing  from  the 
submucosa. 
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"Ein  Fall  von  subcutaner  Ureterverletzung.    Heilung  durch  Nephrectomy." 

— Herhold.    {Arch.  f.  Klin.  Ch'ir.,  Vol.  LXXIV.,  No.  2.) 

The  patient  had  received  a  kick  from  a  horse's  hoof,  in  the  region  of  the  stomach, 
and  was  unconscious  for  a  long  time  after  the  injury,  with  all  the  appearances  of 
severe  shock.  In  the  hospital,  during  the  next  four  days,  there  was  pain  in  the  lum- 
bar region  ;  but  neither  haematuria  nor  peritonitis.  On  the  fourth  day  following  the 
injury,  dulness  appeared  on  the  left  side,  posteriorly,  extending  from  a  point  some- 
what below  the  scapula  to  the  spine  of  the  ilium.  Four  days  later,  there  was  dulness 
over  the  left  side  of  the  abdomen,  from  the  costal  margin  to  the  inguinal  fold. 
Punctures  in  the  left  side  of  the  abdomen  and  below  the  scapula,  withdrew  V/2  to  2 
litres  of  brownish  red  fluid.  At  intervals  colicky  attacks  were  noticed,  the  pain 
extending  from  the  lumbar  region  toward  the  bladder,  during  which  the  patient  was 
pale,  had  a  rapid  pulse,  lowering  of  the  temperature,  and  a  diminution  in  the  secre- 
tion of  urine.  The  twenty-four  hours'  urine  fluctuated  between  500  and  2,300  c.  cm. 
Seven  months  later,  as  the  condition  had  remained  unchanged,  the  patient  was  re- 
admitted to  the  hospital.  Examination  showed  the  entire  left  half  of  the  abdomen 
filled  by  a  fluctuating  tumor,  which  extended  backward  beyond  the  axillary  line. 
The  intestines  were  displaced  to  the  right.  The  line  of  dulness  stopped  at  the  median 
line,  and  was  not  affected  by  change  of  position.  The  urine  was  turbid,  500-1,600 
c.  cm.  in  twenty-four  hours,  and  contained  urates  and  a  trace  of  albumen,  alkaline. 
Cystoscopy  showed  that  while  the  right  ureter  functionated  normally,  the  left  emitted 
only  a  thin  stream.  Examination  of  the  aspiration  fluid  showed  that  it  had  an 
alkaline  reaction,  and  contained  urea,  and  one  per  cent,  of  albumen;  microscopically 
it  was  found  to  contain  leucocytes,  but  no  bacteria. 

H.  laid  the  tumor  free,  and  on  puncturing  it,  withdrew  4  litres  of  brownish  fluid. 
A  first  operation  freed  the  descending  colon  from  its  adhesions  to  the  mass  and  the 
wound  was  tamponned,  and  bandaged.  The  bandages  were,  afterward,  found  to 
be  constantly  moistened  with  a  fluid  resembling  urine.  On  the  eleventh  day  a  sec- 
ondary operation  was  undertaken.  It  being  found  impossible  to  free  the  ureter  from 
its  retroperitoneal  adhesions,  the  kidney  was  removed.  Recovery  was  uneventful. 
On  examination,  the  kidney  was  found  to  be  normal.  H.  concludes  that  a  large 
diverticulum  of  the  ureter  had  formed,  as  a  result  of  the  injury  to  its  wall. 

"Ueber  Operationen  an  Hufeisennieren." —  Barth.    {Arch.  f.  Klin.  Chir.,  Vol. 
LXXIV.,  No.  2.) 

B.  reports  a  case  of  nephrectomy  upon  the  left  half  of  a  horse-shoe  kidney,  for 
tuberculous  pyelonephritis,  after  cystoscopy  had  shown  ulcerations  about  the  left 
ureteral  orifice  and  catheterization  of  the  ureters  had  shown  that  the  urine  from  the 
left  kidney  was  almost  clear,  while  that  from  the  right  kidney  was  turbid.  The 
total  amount  of  urine  was  normal,  and  cryoscopy  showed  that  the  renal  function  was 
sufficient.  A  nephrotomy  for  the  same  condition  had  been  done,  four  years  previously, 
by  Israel.  B  resected  at  the  isthmus  of  the  joined  kidneys,  and  sewed  the  appar- 
ently normal  kidney  tissue  with  catgut.  Recovery  from  the  operation  was  unevent- 
ful, and  the  condition  of  the  patient,  at  the  time  of  the  report,  favorable.  The  vesi- 
cal ulcers  had  healed,  the  hasmaturia  and  the  subjective  symptoms  disappeared,  and 
the  bodily  weight  increased.  Examination  of  the  specimen  showed  superficial  ulcer- 
ation of  a  calyx  at  the  upper  pole  (with  the  presence  of  tubercle  bacilli)  ;  in  addition 
marked  hydronephrosis,  with  dilatation  of  the  calyces  and  destruction  of  the  cortex. 
In  the  lower  pole  some  normal  kidney  tissue  remained.  In  the  isthmus,  a  few  fresh 
tubercles  were  found  in  the  parenchyma,  but  nowhere  any  macroscopically  recog- 
nizable degeneration,  or  cheesy  foci. 
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EDITORIAL 
DIPLOCOCCI  OF  THE  NORMAL  URETHRA. 

ALL  the  mucous  membranes  that  are  connected  directly 
with  the  outer  air  passages,  such  as,  the  mouth,  nose,  in- 
testines, and  conjunctiva  were  examined  bacteriologically 
before  the  urethra ;  however,  the  normal  urethrae  of  men  and 
women  contain  bacteria,  different  in  species  and  number,  as  the 
following  review  of  the  literature  shows. 

In  1887  Giovannini  reported  two  varieties  of  diplococci  in 
the  healthy  urethra.  In  this  same  year  Lustgarten  and  Manna- 
berg  examined  the  healthy  urethra?  of  eight  persons,  and  found 
ten  different  varieties  of  bacteria. 

The  making  of  dry  preparations  was  done  in  the  following 
way:  The  glans  penis  was  cleansed;  a  thin  platinum  spoon  was 
placed  in  the  fossa  navicularis  or  back  of  the  same,  and  the 
secretion  obtained  was  placed  in  a  small  drop  of  sterile  water,  dried 
and  colored  in  the  usual  way,  two  to  three  minutes  in  aniline 
colors. 

A  great  number  of  bacteria  were  found  and  what  is  of  par- 
ticular interest,  diplococci  were  found  that  were  situated  intra- 
cellularly.    The  following  forms  of  diplococci  were  found: 

1.  Diplococci  consisting  of  entirely  round,  single  individuals. 

2.  Diplococci  that  are  more  oval,  thus  approaching  the  shape 
of  bacilli.   They  lie  with  the  narrow  side  toward  each  other. 

3.  Diplococci  that  lie  with  the  broad  sides  approaching  each 
other;  they  are  often  very  plump  and  large. 

4.  Diplococci  that  are  separated  by  a  fine  line,  which  re- 
semble the  gonococci  very  closely. 

Of  these  diplococci  that  have  particularly  attracted  our  atten- 
tion, the  fourth  form  (Pseudo-gonococci)  are  important,  as  they 
cannot  be  differentiated  by  their  form  from  gonococci.  These 
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diplococci  are  to  be  seen  as  tetracocci  similar  to  the  gonococcus. 
When  cultivated  upon  agar,  a  gray  white  surface  is  formed  that 
later  becomes  yellowish.  On  gelatine  plates  yellow  colonies  are 
formed  after  ten  days,  then  liquidation. 

As  far  as  the  other  diplococci  are  concerned,  diplococci  were 
always  found,  sometimes  only  a  few,  again  in  large  numbers. 
These  authors  came  to  the  conclusion  that  cultures  must  be  made 
to  differentiate  between  these  forms. 

In  two  cases  they  inoculated  the  urethral  secretion  on  the  sur- 
face of  gelatine,  and  isolated  eleven  species  of  bacteria,  including 
the  four  species  of  diplococci  described.  Of  the  known  species 
they  found  only  the  micrococcus  subflavus  of  Bumm,  and  the 
staphylococcus  pyogenes  aureus. 

In  1889  Steinschneider  and  Galewsky  in  thirteen  cases  that 
had  never  had  a  clap,  found  the  milk  white  diplococcus  twelve 
times.  This  diplococcus  is  entirely  identical  with  the  second  form 
of  diplococci  described  by  Lustgarten  and  Mannaberg.  The 
orange  yellow  diplococcus  was  found  twice,  the  gray  white  dip- 
lococcus once,  but  the  citron  yellow  diplococcus  was  not  found 
in  the  healthy  urethra.  The  orange  yellow  diplococcus  is  entirely 
identical  with  Bumm's  diplococcus  subflavus,  which  Lustgarten 
and  Mannaberg  describe  again.  The  gray  white  diplococcus, 
obviously  resembles  the  fifth  form  of  bacteria  described  by  Lust- 
garten and  Mannaberg.  The  milk  white  and  the  orange  yellow 
diplococcus  are  not  decolorized,  whereas  the  gray  white  and  citron 
yellow  diplococci  are  decolorized  by  Gram's  method.  As  the 
gray  white  diplococcus  was  found  only  once  in  the  healthy  urethra, 
and  the  citron  yellow  variety  not  at  all,  Gram's  test  gives  us  very 
accurate  results  in  the  healthy  urethra. 

Rovsing  (1890)  was  the  first  to  examine  the  bacteria  of  the 
normal  female  urethra.  Out  of  ten  cases  he  found  that  the  urethra 
was  sterile  in  four,  but  in  the  other  six  cases  he  found  streptococci 
twice,  staphylococci  twice,  diplococci  once,  and  large  cocci  once. 
Later  in  Rovsing's  material  that  embraced  male  and  female 
urethrae,  he  found  in  the  normal  urethra  all  the  bacteria  that  were 
present  in  the  cases  of  cystitis  he  had  examined,  in  which  emigra- 
tion of  micro-organisms  could  occur  from  the  urethra  into  the 
bladder,  however,  the  only  diplococcus  found  was  the  diplococcus 
ureae  non  pyogenes. 
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The  most  important  work  upon  the  bacterial  flora  of  the 
normal  urethra  was  done  by  Petit  and  Wassermann  (1891)  in 
the  laboratory  of  Professor  Guyon.  They  examined  four  indi- 
viduals according  to  a  method  that  appeared  satisfactory,  but 
they  did  not  succeed  in  finding  the  microbes  of  cystitis  of  Rovsing, 
nor  the  pseudo-gonococci  described  by  Lustgarten  and  Manna- 
berg.  Of  the  five  forms  of  micrococci  described  by  these  authors 
micrococcus  No.  4  was  the  only  diplococcus,  with  the  exception  of 
micrococcus  No.  1,  which  was  sometimes  found  as  a  diplococcus, 
but  generally  as  an  isolated  micrococcus  or  as  a  staphylococcus. 
Both  these  micro-organisms  were  not  decolorized  by  Gram's 
method  of  staining.  These  authors  took  accurate  measurements 
of  the  micro-organisms  found. 

In  1894  Hofmeister  found  that  the  normal  urethra  contained 
germs  that  diminished  in  numbers  toward  the  bladder,  as  did  Petit 
and  Wassermann.  Gawronsky,  in  the  same  year,  examined  fifteen 
normal  female  urethrae;  while  he  found  other  varieties  of  bac- 
teria, no  diplococci  were  mentioned. 

In  1895  Melchior  found  two  varieties  of  diplococci  in  the 
normal  urethra,  the  diplococcus  candidus  urethrae,  and  the  pseudo- 
gonococcus.  His  pseudo-gonococcus  gave  a  positive  reaction  to 
Gram. 

In  1896  Franz  examined  the  secretion  of  forty-one  normal 
male  urethrae,  and  found  the  diplococcus  subflavus,  and  large  dip- 
lococci similar  to  gonococci. 

In  1899  Savor,  at  the  clinic  Chrobak,  in  his  ninety-three  cases 
without  a  sign  of  gonorrhoea,  found  diplococci  nine  times. 

The  seemingly  great  divergence  in  the  findings  of  different 
authors  can  be  explained  partly  by  the  way  of  obtaining  material 
from  the  urethra,  and  partly  by  the  difference  of  the  cultivation 
method  employed.  The  urethral  flora  are  influenced  by  the  time  of 
year,  the  surroundings,  the  cleanliness  of  the  individual,  and  by 
former  diseases  of  the  genito-urinary  organs.  Lustgarten  and 
Mannaberg  simply  cleansed  the  glans  penis  and  foreskin  before 
obtaining  the  secretion,  they  did  not  think  it  was  necessary  to  wash 
the  orificium  with  sublimate,  as  they  believed  this  kind  of  disinfec- 
tion interfered  with  cultivation.  They  stated:  "It  is  entirely  suffi- 
cient to  wash  off  the  glans  carefully  with  moist  carbolic  gauze,  to 
open  the  orifice,  whereupon  the  secretion  from  the  urethra  can  be 
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obtained  with  the  greatest  certainty."  Steinschneider  and  Galewsky 
considered  that  this  procedure  was  not  a  sufficient  precaution  to- 
prevent  other  diplococci  from  wandering  into  the  urethra,  which 
ordinarily  do  not  dwell  there.  They,  therefore,  washed  out  the 
fossa  navicularis  with  a  i  to  1,000  solution  of  silver  nitrate,  be- 
cause they  believed  this  solution  exerted  a  strong  but  only  mo- 
mentary action.  A  platinum  needle  was  then  introduced  into  the 
urethra,  and  the  secretion  obtained  was  laid  upon  cover-glasses, 
and  was  partly  used  for  inoculating  agar-agar. 

The  experiments  of  the  authors  show  that  diplococci  are  often 
found  in  the  normal  urethra  that  cannot  be  morphologically  dis- 
tinguished from  gonococci,  but  that  these  diplococci  are  very  rare- 
ly decolorized  by  Gram's  method. 


GONORRHOEA  OF  THE  MALE  URETHRA  AND  ITS 

TREATMENT. 

By  Prof.  Dr.  Maximilian  von  Zeissl. 

Chief  of  Division  of  the  Kaiser  Franz  Joseph  Dispensary,  in  Vienna. 
Translated  from  the  German  by  Frederic  Bierhoff,  M.D.,  of  New  York. 

GENTLEMEN:  You  know  that  I  succeeded,  through 
animal  experiments,  in  demonstrating  that  the  real  closure 
of  the  bladder  is  effected  through  the  internal  vesical 
sphincter,  and  that  Rehfisch  proved,  on  the  human  being,  the  facts 
which  I  had  established  upon  the  male  dog.  Thereby  Guyon's 
theory  that  discharge  regurgitates  into  the  bladder  from  the  pos- 
terior urethra  was  overthrown.  On  the  other  hand,  my  statement 
was  proven  that  if,  when  the  urine  is  passed  in  two  portions,  the 
second  portion  is  turbid  also,  this  turbidity  is  due  to  a  cystitis. 
Therefore  I  do  not  recognize  a  urethritis  anterior  and  posterior, 
but  believe,  as  the  result  of  experiments  and  clinical  experience, 
that  gonorrhoea  begins  in  the  fossa  navicularis,  and  either  heals  at 
some  point  of  the  urethra,  or  extends  to  the  bladder.  The  com- 
pressor urethras  is  not  able  to  prevent  the  extension  of  the  gonor- 
rhoeal  process  to  the  posterior  urethra  and  bladder,  and  we  find, 
in   a   decided  number  of  cases,   a   cystitis,   upon   the  fourth 
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or  fifth  day  after  the  gonorrhoeal  infection;  most  frequently  the 
patient  notices,  on  the  second  or  fourth  day  following  the 
infecting  coitus,  a  purulent  discharge  from  the  urethra,  and  the 
microscope  shows  us  the  diplococcus  of  Neisser,  the  cause  of  gonor- 
rhoea, if  we  examine  the  secretion.  Through  the  discovery  of  the 
same  our  pathological  knowledge  of  the  gonorrhoeal  process  has, 
naturally,  been  very  greatly  advanced,  since  we  know  now  that 
the  diplococcus  of  Neisser  calls  forth  the  most  varied  complica- 
tions in  the  male  and  female;  as,  for  instance,  gonorrhoeal  diseases 
of  the  joints,  abscesses  of  the  tendon-sheaths,  endocarditis,  etc., 
etc.  Although  our  knowledge  of  the  gonorrhoeal  process  has  be- 
come more  exact,  still  we  are  forced  to  admit  that  we  are  not  yet 
in  the  position  to  cure  gonorrhoea  better,  or  more  rapidly,  than 
we  were  at  the  time  when  we  only  conjectured,  but  did  not  know 
the  gonorrhoeal  virus. 

In  order  to  prevent  gonorrhoeal  infection,  we  possess  but  one 
means,  the  condom,  so  long  as  this  does  not  tear.  In  addition  to 
this,  we  may  prevent  the  development  of  a  gonorrhoeal  infection 
if  we  instil  20  per  cent,  protargol-glycerin,  or  albargin  solution  into 
the  urethra,  immediately  after  the  suspicious  coitus.  For  this  pur- 
pose, apparatus  have  been  devised  by  Marschalko,  E.  R.  W. 
Frank,  Blokusewsky  and  others,  and  the  efficacy  of  this  procedure 
has  been  proven  in  numerous  instances.  If  the  use  of  a  condom, 
or  the  instillations  have  been  omitted,  and  a  purulent  discharge 
from  the  urethra  be  already  present,  then  we  can  only  cure  the 
infection  by  means  of  methodical  treatment  of  the  gonorrhoea. 
The  abortive  method  of  treatment,  recommended  by  the  French 
authorities, — Ricord  and  Diday — injections  of  concentrated  solu- 
tions of  nitrate  of  silver  (0.14 — 0.20  in  20.0  of  water)  are  use- 
less and  may  injure  the  patient  through  cauterizing  the  urethral 
mucous  membrane,  and  may  bring  about  decided  stricturing  of  the 
urethra.  The  large  irrigations,  too,  when  they  are  employed  as 
an  abortive  method,  are  detrimental,  according  to  my  experience. 

If  no  marked  swelling  of  the  prepuce,  no  inflammation  of  the 
skin  of  the  penis,  no  swelling  of  the  inguinal  glands,  no  lymph- 
angitis of  the  skin  of  the  penis  be  present,  one  should  begin  with 
the  methodical  treatment  of  the  gonorrhoea  as  soon  as  the  urethral 
discharge  appears.  If,  however,  any  one  of  the  above-mentioned 
conditions  develop  during  the  treatment,  then  this  is  to  be  inter- 
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rupted  at  once,  and  only  resumed  after  the  symptoms  thereof  have 
disappeared. 

The  methodical  treatment  of  gonorrheal  urethritis  may  be 
either  local,  or  internal — through  the  use  of  the  balsams. 

A  few  authors  employ  local  treatment  alone,  others  seek  to 
cure  by  the  employment  of  the  balsams  alone,  while  others,  again, 
believe  themselves  able  to  cure  gonorrhoea  by  the  simultaneous 
employment  of  the  balsams  internally,  and  injections  of  various 
salts  dissolved  in  water.  In  Vienna,  Hermann  von  Zeissl  was  the 
first  to  employ  the  injection  method,  at  Skoda's  suggestion,  in 
Dumreicher's  division.  Skoda  had  come  to  learn  this  method  with 
Ricord,  during  a  voyage  for  study,  at  the  beginning  of  the  4o's, 
in  the  19th  century.  Although  Benjamin  Bell  had  already,  in 
1794,  pictured  gonorrhoea-syringes,  curiously  enough,  the  belief 
existed  in  Vienna  that  it  was  Sigmund  von  Slanor  who  intro- 
duced the  metal  syringes  in  Vienna,  which  are  to-day  still  known 
under  his  name.  To  him  who  knows  the  history  of  the  University 
of  Vienna,  it  will  be  clear  that  this  is  incorrect.  On  the  other 
hand,  Hermann  von  Zeissl's  statement  that:  "If  the  gonorrhoeal 
patients  would  observe  rest,  restrict  themselves  to  a  non-irritating 
diet  and  apply  cold  compresses  for  several  hours  each  day  to  the 
genitals  and  perineum  the  majority  of  gonorrhoeas  would  heal 
spontaneously  in  from  four  to  six  weeks  without  injections  and  the 
internal  use  of  balsams,  or,  at  any  rate,  with  but  slight  employ- 
ment thereof,"  is  still  true.  Similarly  the  statement  of  an  English 
physician,  which  says:  "The  treatment  of  syphilis  is  often  child's 
play,  while  the  cure  of  a  gonorrhoea  often  balks  the  skill  of  the 
most  experienced  surgeons,"  is  correct. 

It  has  been  my  experience  that  gonorrhoea  resists  all  possible 
injections,  as  well  as  the  internal  employment  of  the  various  speci- 
fics, if  there  be  not,  at  the  same  time,  a  conscientious  regulation  of 
the  patient's  mode  of  life  and  diet,  and  if  the  patient  does  not 
strictly  observe  the  same.  If  the  patients,  for  some  reason,  are 
unable  to  remain  in  bed,  then  it  is  necessary  to  strictly  forbid  every 
forcible  active  or  passive  movement  (riding,  gymnastics,  fencing, 
bicycling,  running,  dancing,  jumping,  driving,  etc.),  and  to  cause 
them  to  wear  a  proper  suspensory;  that  is,  one  with  thigh  straps. 
Should  the  bag  of  the  suspensory  not  fit  snugly,  then  it  is  advisable 
to  fill  it  with  cotton,  so  that  the  scrotum  is  immobilized  as  much 
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as  possible.    Since  the  increased  transpiration,  which  this  causes, 
may  bring  about  an  eczema  of  the  scrotum,  it  is  advisable  to 
change  the  batting  at  least  daily,  and  to  powder  the  scrotum  with 
amylum,  in  order  to  prevent  an  eczema.    Furthermore,  the  use 
of  carbonated  beverages,  as  well  as  black  coffee  is  forbidden  the 
patient,  since  these  may  favor  the  development  of  desire  to  uri- 
nate, or  even  cystitis.    For  beverages,  the  use  of  as  much  pure 
water,  or  lemonade,  or  milk  as  the  thirst  requires,  is  permissible; 
large  amounts  of  fluid  are  harmful  and  delay  the  cure.    For  the 
diet,  vegetables  are  to  be  recommended;  meat  should  be  allowed 
at  most  once  a  day.    If  the  patient  goes  to  bed  early  (which  is 
to  be  desired) ,  he  should  take  his  last  meal  one  to  two  hours  be- 
fore retiring,  since  late  eating  favors  erections  and  pollutions. 
Tub-bath  and  sitz-bath,  of  the  temperature  of  28 °   R.,  re- 
lieve the  pains  in  the  urethra;  they  should  not,  however,  be  em- 
ployed later  than  5  p.  m.,  since  they  tend  to  increase  the  painful 
erections  which  frequently  occur  during  sleep,  if  taken  just  before 
retiring.    Cold  compresses  applied  to  the  penis  sometimes  cause 
oedema  of  the  prepuce.    If  this  be  the  case  they  may  be  replaced 
by  warm  compresses,  since  heat  also  tends  to  relieve  inflammation. 
The  patient  must,  as  soon  as  sleep  approaches,  leave  off  the  com- 
presses, in  order  to  prevent  the  erections,  and  must  not  cover  him- 
self too  warmly.    In  winter  and  during  wet  weather,  the  feet 
should  be  properly  clothed,  since  wetting  of  the  feet  favors  the 
development  of  cystitis,  and  can  exacerbate  an  existing  pyelitis. 
Furthermore,  with  regard  to  diet,  it  is  important  to  forbid  the 
eating  of  celery,  asparagus,  caviar,  crabs,  highly  spiced  foods,  in 
short,  all  those  articles  which  may  cause  increased  renal  secretion, 
and  erection.    Sexual  intercourse  is  to  be  forbidden  for  two  rea- 
sons:   In  the  first  place,  it  may  bring  about  the  infection  of  a 
second  person,  and,  with  regard  to  the  male,  may  lead  to  the 
severest  complications  of  gonorrhoea ;  for  instance,  severe  urethral 
hemorrhages.    After  each  urination,  or  injection,  the  patient 
should  carefully  wash  his  hands,  so  that  he  may  not,  through  the 
discharge  which  may  adhere  to  his  fingers,  perhaps  infect  his  own 
eyes,  or  those  of  another  person.    Similarly,  the  use  of  a  bed,  or 
towels,  or  underwear  in  company  with  another,  is  to  be  strictly 
forbidden.    In  order  to  prevent  the  soiling  of  the  underclothing, 
it  is  well  for  the  patient  to  lay  a  little  strip  of  gauze,  which  has 
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been  dipped  in  two  per  cent,  lead  water,  between  glans  and  pre- 
puce; should  the  prepuce  be  missing  or  not  sufficiently  long  to  hold 
this  dressing,  then  it  is  to  be  held  on  by  a  bandage,  which  must, 
however,  be  applied  loosely  enough  that  a  constriction  of  the  erect- 
ed penis,  during  sleep,  shall  be  impossible.  The  Teufel  suspens- 
ories, which  have  a  three-cornered  flap  on  the  front  to  retain  the 
dressing  and  to  keep  the  penis  raised,  are  very  well  adapted  to 
this  purpose. 

With  regard  to  the  direct  treatment;  this,  as  said  before,  con- 
sists of  injections  into  the  urethra.  I  can  not  share  the  views  of 
the  Neisserian  school,  that  the  salts  of  silver  possess  an  advantage 
over  other  preparations,  since  they  alone  are  able  to  kill  the  gono- 
cocci,  because  I  have,  in  many  cases,  seen  a  cure  of  the  gonorrhoea 
— that  is,  complete  disappearance  of  the  gonococci  from  the  se- 
cretion— often  in  a  few  days,  upon  the  use  of  potassium  permanga- 
nate and  sulphate  of  zinc  solutions.  It  is  to  be  remarked,  however, 
that  every  urethra  will  not  tolerate  every  medicament.  Many 
individuals  will  not  tolerate  the  injection  of  permanganate  solu- 
tion 0.02  in  200. o  of  water,  while  another  urethra  will  prove  in- 
tolerant to  protargol  solutions.  It  is  necessary  to  tell  the  patient, 
therefore,  that  the  solution  which  is  to  be  injected  may  prickle, 
but  ought  not  to  burn.  If  the  injection  fluid  irritate  the  urethra 
too  strongly,  the  patient  should  dilute  it.  Injections  only  then 
cause  complications  when  they  are  brutally,  or  forcibly  applied. 
Carefully  and  gently  applied  injections  certainly  do  not  lead  to, 
or  bring  about  complications,  such  as  epididymitis,  or  cystitis, 
oftener  than  the  internal  administration  of  anti-gonorrhoics.  The 
injections  are  to  be  employed  every  two  hours  during  the  day. 
Bell  already  advised  that  they  be  employed  often,  and  Unna  has 
recently  emphasized  this  correct  recommendation.  They  are  to  be 
made  with  a  syringe  which  should  work  easily,  be  easily  disin- 
fected, and  fitted  with  a  conical  tip.  I  have  recommended,  for  this 
purpose  my  own  glass  syringe,  which  holds  fifteen  to  twenty  gram- 
mes, has  a  rubber  piston,  and  a  hard  rubber  tip.  The  piston  should 
be  lubricated  with  glycerine,  in  order  to  move  freely.  Other  agents, 
such  as  vaseline,  etc.,  are  not  fitted  for  employment  with  it.  The 
injection  is  carried  out  as  follows:  The  foreskin  is  drawn  back 
beyond  the  glans  penis,  and  the  glans  pressed  gently  against  the 
tip  of  the  syringe.    The  contents  of  the  syringe  are  then  driven 
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slowly,  with  even  pressure,  into  the  urethra.'  Should  the  patient 
feel  an  obstruction  in  the  perineum,  he  is  not  to  try  to  overcome 
this,  since  brusque  attempts  to  overcome  the  obstruction  of  the 
compressor  urethrae  give  rise  to  complications. 

Although  I  am  decidedly  opposed  to  the  Janet  method  as  art 
abortive  treatment,  I  can  recommend  it  as  a  routine  treatment. 

For  this  purpose  we  apply  a  Majocchi's  tube  to  the  rubber 
tube  of  a  glass  irrigator,  and  press  the  same  gently  against  the 
external  urethral  orifice,  as  we  would  the  tip  of  the  urethral 
syringe,  and  allow,  under  gentle  pressure,  a  solution  of  permanga- 
nate of  potash  (0.02  to  0.03 — 200.0  of  water)  to  run  through 
the  urethra. 

As  soon  as  the  patient  complains  of  burning  in  the  urethra, 
the  injection  should  be  stopped.  The  solution  used  should  be  of 
1 8°  to  27°  R.  temperature.  The  employment  of  hot  solutions, 
which  has  been  recommended  by  different  authors,  does  not  give 
any  particularly  favorable  results. 

For  the  large  irrigations  it  is  better  not  to  use  too  strongly 
concentrated  solutions,  nor  to  hang  the  irrigator  too  high,  since 
strong  hydrostatic  pressure  may  be  harmful.  The  injection  fluid, 
also,  when  using  the  urethral  syringe,  should  never  be  left  longer 
than  two  minutes  in  the  urethra,  since,  otherwise,  the  latter  will 
lose  its  tone  and  the  cure  will  be  delayed  because  of  the  too  long 
and  too  great  distension  of  the  urethra. 

In  this  regard,  too,  I  must  take  issue  with  the  views  of  the 
Neisserian  school.  As  soon  as  I  begin  with  the  injections,  I  em- 
ploy either  potassium  permanganate,  albargin,  or  protargol.  It 
is  best  to  begin  with  permanganate  of  potash.    I  prescribe: 


Kal  ium  hypermangan.,   0.02 

Aq.  font,  dest.,   200.0 

or 

Albargin    0.50 

Aquae  font,  dest.,   200.0 

or 

Protargol    0.50 

Glycerini  puri   IOO 

Solut.  natrii  chlorati  (0.6  per  cent.)  ....  200.0 


With  these  solutions  the  patients  are  ordered  to  inject  until 
the  discharge  has  diminished. 
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After  the  injections  have  been  in  two  to  three  hourly  use  for 
eight  days,  we  either  change  the  solution  or  employ  it  in  greater 

strength.  Stronger  than  kali  hypermang.  0.05 — 200.0  of  aqua 
font,  dest.,  or  albargin  0.70  to  200.0;  or  1.00  protargol  to  200.0 
— of  physiological  salt  solution  I  never  allow  to  be  employed. 

When  the  discharge  has  diminished,  then  we  increase  the 
strength  of  the  injection  fluid,  as  before  stated,  or  change  it,  and 
inject  only  three  times  daily,  then  twice,  and  finally  but  once  and 
that  in  the  morning.  When  the  urine  has  been  entirely  free  of 
shreds  for  eight  days,  the  patient  may  be  discharged  as  cured — 
for  all  eventualities,  however,  it  is  necessary — even  if  the  urine 
is  entirely  clear — to  recommend  complete  sexual  abstinence  for  a 
long  time,  and  that  if  he  again  begins  sexual  life,  he  should  employ 
an  injection  of  a  weak  solution  of  permanganate  of  potash  two 
hours  after  the  first  coitus,  and  repeat  the  same  on  the  first  and 
second  days  thereafter,  since  that  guards  him,  to  a  certain  extent, 
against  a  relapse. 

Should  the  discharge  not  have  diminished  during  the  injection 
treatment,  or  should  the  second  portion  of  the  urine  have  grown 
turbid,  that  is,  should  a  cystitis  have  developed,  then,  in  the  ab- 
sence of  any  increased  desire  to  urinate,  internal  treatment  should 
be  added  to  the  local.  For  this  purpose  the  balsams  are  particu- 
larly adapted.  Of  these  I  formerly  preferred  to  prescribe  turpen- 
tine, since  this  causes  the  disappearance  of  the  discharge  more 
rapidly  than  any  of  the  other  medicaments;  at  present,  however, 
since  turpentine  has  the  most  unfavorable  effect  of  all  upon  the 
stomach,  I  employ  Gonosan,  which  is  prepared  by  Riedel,  in  Ber- 
lin, which  seldom  affects  the  stomach,  and  brings  about  a  more 
rapid  decrease  in  the  secretion  than  does  turpentine,  or  sandal  oil. 
It  contains  kava-kava  and  sandal  oil,  and  this  combination  is  much 
better  tolerated  than  sandal  oil  alone.  Of  one  hundred  and  fifty 
patients  treated  with  this  medicament,  I  have  had  only  two  who 
had  to  interrupt  its  use,  for  two  days,  because  of  gastric  pains; 
later  they  tolerated  it  very  well.  A  third  patient  refused  to  take 
it,  because,  in  each  instance,  its  use  brought  about  severe  gastric 
pains. 

It  is  possible,  also,  to  employ  the  balsams  in  the  form  of  in- 
halations, or,  as  a  French  physician  has  recommended,  they  may 
be  precipitated  upon  the  skin,  in  the  form  of  steam.    These  meth- 
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ods  are,  however,  too  complicated  to  permit  of  their  methodical 
employment  in  private  practice. 

If  the  urine  does  not  clear  up  under  the  use  of  these  balsams,  or 
if  the  cystitis  has  caused  very  frequent  desire  to  urinate,  or  if 
there  be  bleeding  at  the  end  of  urination,  then  the  injections  must 
naturally  be  stopped,  and  the  patient  should  be  put  to  bed,  and 
warm  applications  to  the  bladder  region  employed.  In  case  the 
latter  should  not  suffice  to  check  the  haemorrhage,  an  ice-bag  may 
be  applied  to  the  bladder  region,  or  a  Nelaton  catheter  may  be 
left  in  the  bladder  for  twenty-four  hours  and  the  urine  emptied 
through  this  every  two  hours.  Permitting  the  catheter  to  remain 
for  twenty-four  hours  usually  suffices  to  check  even  the  most  stub- 
born vesical  haemorrhage.  Should  this,  however,  not  be  the  case, 
then  warm  potassium  permanganate  solution  should  be  injected 
into  the  bladder,  or  we  may  instil  (by  means  of  Guyon's  instilla- 
tion syringe,  or  a  small  syringe  and  the  Nelaton  catheter)  a  solu- 
tion of  nitrate  of  silver  into  the  posterior  urethra.  In  many  cases, 
too,  the  internal  use  of  chloride  of  iron  suffices  to  check  the  vesical 
haemorrhage. 

If  neither  the  injection  treatment,  nor  the  internal  treatment 
suffices  to  entirely  cure  the  gonorrhoea,  then  we  employ  the  anthro- 
phores  recommended  by  Stephan.  I  employ,  by  preference,  the 
Thallin  anthrophores.  These  anthrophores  consist  of  a  metal 
spiral,  which  is  covered  with  an  insoluble  coating.  Upon  this  in- 
soluble coating  the  gelatine  mass,  which  is  to  have  a  healing  effect 
upon  the  urethra,  is  applied.  Should  the  anthrophores,  too,  fail, 
then  we  should  employ  sounds.  In  those  cases  in  which  all  the 
previously  recommended  methods  fail,  a  cure  is  at  times  achieved 
by  the  internal  use  of  sodium  salicylate,  salol,  helmitol,  hetralin, 
or  by  a  Carlsbad  cure.  The  treatment  of  the  urethra  by  means  of 
the  various  dilators  of  Oberlander  and  Kollmann,  I  am  op- 
posed to. 

My  treatment,  then,  consists,  in  the  acute  stage  of  gonorrhoea, 
of  injections  and  irrigations  of  the  anterior  urethra  with  potassium 
permanganate,  protargol,  albargin,  etc. ;  at  the  same  time,  if  the 
digestion  is  good,  the  balsams  (balsam  copaibae,  sandal  oil,  gono- 
san,  etc.)  employed  internally.  If  after  five  weeks  there  is  only 
an  improvement,  then  I  employ,  for  the  removal  of  the  filaments, 
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whether  they  contain  gonococci  or  not,  injections  with  the  wound- 
syringe  (or  with  the  catheter  and  syringe) ,  into  the  bladder. 

If  this  treatment  does  not  succeed,  it  is  followed  by  a  course 
of  sounds,  or  at  the  last  anthrophores,  and  instillations  with  con- 
centrated solution  of  silver  nitrate.  The  dilatation  and  endo- 
scopic treatments,  I  do  not  employ. 

Long-treated  and  much-treated  gonorrhoeas  often  heal  when 
the  therapeutic  polypragmasia  is  interrupted,  the  urethra  allowed 
to  rest,  and  the  patient  takes  a  Carlsbad  cure.  In  anaemic  patients 
the  treatment  of  the  gonorrhoea  is  greatly  helped  by  the  use  of 
preparations  of  iron,  or  the  employment  of  arseniated  ferruginous 
waters. 

A  patient  who  presents  shreds  in  the  urine  may  be  discharged 
from  treatment  when  frequently  repeated  examinations  of  numer- 
ous preparations,  stained  according  to  the  Gram  method,  show 
no  gonococci,  and  when,  after  irritation  of  the  urethra  (through 
the  use  of  alcoholic  and  carbonated  beverages,  and  the  injection 
of  strongly  irritating  solutions) ,  the  increased  discharge  has  shown 
no  gonococci  upon  microscopic  examination  and  culture. 


THE  BOTTINI  OPERATION  AND  A  REPORT  OF 
TWENTY  (20)  CASES,  WITH  REMARKS 
ON  NEW  INSTRUMENT. 

By  Francis  R.  Hagner,  M.D., 

Clinical  Professor  of  Genito  Urinary  Surgery,  George  Washington  University, 

Washington,  D.  C. 

IN  reporting  these  cases  I  wish  it  distinctly  understood  that 
I  believe  that  no  operation  would  ever  be  as  successful  as  a 
prostatectomy  if  the  patient's  physical  condition  is  such  as 
to  warrant  this  operation.  But  there  are  many  prostatics 
who  are  in  feeble  general  health,  with  diseased  kidneys,  bladder, 
and  vascular  system.  I  am  of  the  opinion  that  in  this  class  of 
cases  the  Bottini  operation  should  be  tried,  although  it  brings 
the  mortality  of  this  operation  higher  than  it  deserves. 

In  my  series  of  twenty  cases  all  the  patients  except  three  were 
in  poor  physical  condition  at  the  time  of  the  operation,  having 
some  or  all  of  the  complications  mentioned  above. 

It  is  out  of  the  scope  of  this  paper  to  take  up  the  pathology  of 
the  enlarged  prostate  except  as  it  relates  to  the  different  cases.  It 
is  a  popular  idea  among  surgeons  that  only  the  small  varieties  of 
prostatic  hypertrophies  are  benefited  by  the  Bottini  operation. 
Some  of  the  most  successful  cases  reported  here  have  been  of  the 
larger  and  softer  variety. 

Twenty-eight  years  ago  Bottini,  an  Italian  surgeon,  described 
his  galvano-cautery  operation,  and  assured  the  profession  that  pro- 
static hypertrophy  could  be  successfully  treated  by  its  use.  This 
was  practically  lost  sight  of  until  1897  when  Freudenberg  brought 
forward  his  modification  of  the  Bottini  instrument,  and  convinc- 
ing arguments  of  the  worth  of  this  neglected  cautery  operation. 
Freudenberg  has  collected  752  cases,  the  result  was  good  in 
84  1-2  per  cent.,  failure  in  7  1-2  per  cent,  and  a  mortality  be- 
tween 4  and  6  per  cent.  Guiteras  collected  753  prostatotomies, 
of  which  622  were  cured,  85.5  per  cent. ;  44  died,  5.8  per  cent. ;  87 
were  failures,  1 1 .5  per  cent.  Dr.  Bangs  in  60  per  cent,  of  his 
subjects  threw  away  the  catheter,  20  per  cent,  had  an  increased 
spontaneous  urination,  and  20  per  cent,  received  little  or  no 
benefit.     In  his  40  cases  there  were  3  deaths  directly  attributable 
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to  the  operation,  2  from  sepsis,  and  1  from  shock.  Dr.  Hugh 
H.  Young  in  his  report  of  40  cases,  6  were  lost  sight  of,  34  opera- 
tions were  performed  on  3 1  subjects,  3  patients  having  each  2  oper- 
ations. The  age  of  these  patients  averaged  high,  18  being  over 
67  years,  15  over  70  years.  Three  of  the  31  died;  2  from  uremia 
and  one  from  sepsis  from  a  periprostatic  abscess  due  to  a  4  1-2 
cm.  incision  puncturing  the  capsule.  Of  20  cases  which  were 
operated  on  in  whom  a  sufficient  length  of  time  has  elapsed  to 
admit  of  deductions  as  to  results,  17  were  cured,  2  improved  and 
1  unimproved.  Personally  I  know  about  the  cases  reported 
by  Dr.  Young,  and  in  a  considerable  number  the  cures  have  ex- 
tended over  a  period  of  five  years. 

The  success  of  the  Bottini  operation  depends  more  on  the  pre- 
operative examination  than  any  other  prostatic  operation.  The 
majority  of  the  surgeons  who  condemn  it  unqualifiedly  know  noth- 
ing about  cystoscopy,  and  attempt  the  operation  without  cysto- 
scopic  examination,  hence  they  can  form  no  definite  idea  where  the 
cuts  should  be  placed.  I  feel  sure  that  no  Bottini  operation  should 
be  attempted  before  a  thorough  cystoscopic  examination  is  made. 
The  following  is  the  method  pursued  prior  to  operation  in  the 
cases  reported.  When  the  patient  is  first  seen  the  prostate  is  ex- 
amined per  rectum;  its  shape,  consistency  and  size  noted.  The 
urine  is  obtained  and  a  complete  analysis  is  made,  noting  espe- 
cially the  condition  of  the  kidneys  and  the  micro-organisms  present. 
The  amount  of  residual  urine  is  measured;  this  should  be  done 
on  several  occasions  as  it  varies  at  different  times.  The  condition 
of  the  heart,  vessels,  and  general  health  are  carefully  investi- 
gated. 

The  Cystoscopic  Examination :  The  patient  is  placed  upon 
a  high  table,  the  semi-reclining  position  being  the  best;  the  feet 
being  over  the  edge  of  the  table  on  chairs  or  in  stirrups.  The 
parts  are  thoroughly  washed  with  hot  water  and  soap  and  1-1,000 
bichloride  solution.  1-40,000  bichloride  solution  is  used  to  irrigate 
the  urethra.  A  Porges  catheter  is  introduced  into  the  bladder, 
care  being  taken  not  to  produce  hemorrhage,  as  it  complicates  the 
cystoscopic  examination.  The  amount  of  residual  urine  is  noted. 
This  urine  is  carefully  examined,  as  it  is  of  great  importance  to 
know  the  character  of  the  organisims  present.  (One  of  my  fatal 
cases  had  streptococci  in  the  urine.) 


PLATE  VI.    To  Illustrate  Dr.  Hagner's  Article. 
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The  capacity  of  the  bladder  is  obtained  by  filling  it 
with  sterile  water,  and  its  contractile  power  is  carefully  noted 
by  observing  the  force  and  rapidity  with  which  the  fluid  escapes 
through  the  catheter. 

If  there  is  absolutely  no  bladder  power  it  is  use- 
less to  try  the  Bottini  operation  as  these  cases  are  often  not  even 
benefited  by  a  prostatectomy,  because,  in  spite  of  the  removal  of 
the  obstruction  they  have  not  the  power  to  express  the  urine. 

If  there  is  much  pain  upon  the  introduction  of  the  cystoscope, 
cocaine  is  used.  When  the  bleeding  is  troublesome,  obscuring 
the  view  of  a  Nitze  cystoscope,  it  is  well  to  use  a  Kohlman  irri- 
gating cystoscope.  The  bladder  is  carefully  examined,  the  condi- 
tion of  the  mucous  membrane  and  the  amount  of  hypertrophy  of 
the  muscle  observed.  Calculi  and  incrustations  are  noted  if  pres- 
ent and  appropriately  treated.  The  cystoscope  is  withdrawn  to 
the  neck  of  the  bladder  and  the  shape  of  the  intravesical  prostatic 
growth  is  drawn  by  the  method  devised  by  Dr.  Young,  of  Balti- 
more, which  consists  in  having  eight  circles  drawn  around  a  cen- 
tral point,  which  point  represents  the  urethra.  Eight  views  are 
noted  in  the  circle  described  by  the  cystoscope.  Other  circles  are 
drawn  vertically  and  horizontally  to  record  the  depths  of  the 
notches  or  clefts  at  the  orifice  of  the  prostatic  urethra.  The 
placing  of  the  Bottini  incisions  is  accurately  indicated  by  this 
method. 

The  cystoscope  is  withdrawn  and  an  instrument  (see  Plate  VI.) 
which  I  have  had  made  to  measure  the  antero-posterior  diameter 
of  the  prostate  is  introduced.  The  beak  of  this  instrument  is 
shaped  like  a  Nitze  cystoscope,  2  cm.  from  the  beak  are  three  in- 
termittent depressions  each  1  cm.  in  length,  the  spaces  between 
them  measuring  1  cm.  each.  The  instrument  is  pulled  forward 
with  the  beak  pointing  downward  until  the  beak  engages  the  pro- 
state. A  finger  is  then  introduced  into  the  rectum  and  the  notch 
tha*  appears  at  the  membranous  urethra  noted.  The  antero- 
posterior diameter  of  the  lateral  lobes  is  measured  in  the  same 
manner.  In  the  first  instrument  I  had  made  for  this  purpose  a 
series  of  raised  metal  rings  were  constructed  around  a  similar 
shaped  sound,  but  these  rings  caused  bleeding  from  the  membran- 
ous urethra  so  it  was  discarded  for  the  present  instrument.  By  this 
method  I  feel  that  an  accurate  idea  of  the  antero-posterior  diameter 
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of  the  gland  can  be  obtained.  It  is  better  to  cystoscope  the  patient 
a  day  or  two  preceding  the  operation. 

The  lengths  of  the  cuts  through  the  prostate  are  made 
so  that  they  will  not  come  within  i  cm.  of  the  anterior  capsule. 
That  is  if  the  prostate  measures  3  cm.  from  the  beak  of  the  in- 
strument in  the  bladder  to  the  notch  in  the  membranous  urethra 
felt  by  the  finger  in  the  rectum,  then  the  cut  is  made  2  cm.  long. 
Young  claims  that  no  incision  need  ever  be  over  3  1-2  or  4  cm. 

Of  my  cases  only  three  were  given  a  general  anaesthetic  for 
the  operation;  for  the  others  the  following  method  was  used. 
After  surgical  preparation  a  catheter  was  introduced  and  the  blad- 
der thoroughly  washed  with  1-40,000  bichloride  solution.  From 
1-2  to  1  ounce  of  a  4  per  cent,  solution  of  cocaine  was  injected 
into  the  bladder  and  posterior  urethra,  allowed  to  remain  five 
minutes  and  then  withdrawn.  The  bladder  is  now  filled  with  from 
150  to  250  c.c.  of  normal  salt  solution,  depending  upon  the  amount 
of  contraction  present. 

The  Bottini  instrument  is  tested  to  see  that  the  cooling  ar- 
rangement is  in  order  and  what  strength  current  is  necessary  to 
heat  the  cautery  to  white  heat.  It  is  very  important  that  the  knife 
should  be  heated  to  this  degree  so  as  to  cause  sufficient  tissue  de- 
struction. The  Bottini  instrument  is  introduced  and  the  beak 
turned  over  the  portion  of  the  prostate  to  be  incised.  The  index 
finger  of  the  left  hand  is  inserted  into  the  rectum  to  make  sure 
that  the  beak  is  in  proper  condition.  I  keep  this  finger  constantly 
in  the  rectum  to  prevent  any  possibility  of  the  instrument  slipping 
during  the  operation.  This  did  occur  once,  but  it  was  realized 
immediately  and  no  harm  was  done.  The  right  hand  grasps  the 
instrument.  The  water  for  the  cooling  apparatus  is  started 
and  its  supply  carefully  looked  after  by  one  of  the  assistants.  An- 
other assistant  is  needed  to  count  off  time.  The  controller  is 
turned  to  the  point  necessary  to  heat  the  knife  to  a  white  heat. 
A  wait  of  from  one-half  to  three-quarters  of  a  minute  is  made  to 
allow  the  cautery  to  become  heated.  The  incisions  are  then  made, 
usually  one  cm.  being  cut  to  the  minute.  When  the  cut  is  com- 
pleted the  knife  is  returned  to  its  sheath,  the  instrument  pushed 
back  into  the  cavity  of  the  bladder  and  allowed  to  cool.  Other 
incisions  are  now  made  in  the  same  manner  without  withdrawing 
the  instrument. 
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Following  the  operation  the  bladder  is  emptied  and  the  amount 
of  hemorrhage,  if  any,  noted.  Hemorrhage,  when  it  occurred  in 
my  cases,  was  always  slight  and  readily  controlled  by  hot  salt 
solution. 

Hemorrhage,  if  severe,  is  usually  caused  by  one  of 
two  things:  either  the  incision  is  carried  so  far  forward  that  it 
penetrates  the  anterior  capsule  and  injures  the  prostatic  plexus,  or 
else  the  instrument  slips  and  the  same  injury  results.  In  these 
cases  it  may  be  necessary  to  do  a  perineal  section  to  control  the 
hemorrhage.  I  have  been  fortunate  enough  not  to  have  these  ac- 
cidents. 

In  two  of  the  cases  I  left  a  permanent  catheter  in  the  bladder. 
The  majority  of  the  operations  are  practically  painless.  Before 
the  patient  is  removed  from  the  table  a  1  grain  (gr.  1)  opium 
suppository  is  given.  Subsequently  5  to  7  grains  of  urotropin  are 
administered  three  times  daily.  Post-operative  pain  occasionally 
manifests  itself  during  the  subsequent  24  to  48  hours,  especially 
during  micturition.  This  pain  is  usually  relieved  by  an  opium 
suppository  or  a  small  hypodermic  of  morphine. 

During  the  first  36  hours  following  operation  in  30  per  cent, 
of  the  cases  a  chill  occurs.  There  is  usually  one  chill  and  it  is 
readily  recovered  from.  The  cases  which  were  given  large  doses 
of  quinine  did  not  have  the  chill,  although  several  had  a  rise  of 
temperature  to  100.5  degrees.  Whether  the  quinine  had  any 
abortive  effect  or  not  I  am  not  able  to  state. 

This  is  first  case  operated  on. 

Case  I:  H.  M.,  61  years  old.  Three  (3)  years  previously 
had  difficulty  in  passing  urine;  this  impediment  has  increased  in 
the  last  year,  at  times  retention  being  complete,  and  for  one  month 
he  has  been  unable  to  void  more  than  a  few  drops  of  urine  at  a 
time.   He  used  catheter  almost  continually  for  past  year. 

Man  is  fairly  well  nourished;  has  marked  arterio-sclerosis. 
Urine  analysis  showed  1-6  albumin  by  bulk,  hyaline  and  granular 
casts,  numerous  leucocytes  and  red  blood  corpuscles,  many  bacteria 
(staphylococci  and  a  short  bacillus,  probably  colon).  After  con- 
siderable effort  the  patient  succeeded  in  passing  ten  ounces  of 
urine,  catheterized  and  five  ounces  were  obtained.  Tonicity  of  the 
bladder  good. 

On  rectal  examination  a  hard  fibrous  symmetrical  prostate  was 
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felt,  the  antero-posterior  diameter  of  the  lateral  lobe  being  three 
cm.  With  a  sound  introduced  a  median  enlargement  could  be 
distinctly  made  out.  After  thoroughly  washing  out  the  bladder 
the  cystoscope  revealed  its  healthy  condition  except  for  increased 
trabeculation ;  no  contraction  of  the  cavity  was  found.  Intravesical 
growth  of  lateral  lobes  slight;  median  lobe  moderately  hyper- 
trophied,  extending  into  the  cavity.  On  account  of  the  diseased 
condition  of  the  arteries,  kidneys,  and  the  general  physical  con- 
dition of  the  patient  the  Bottini  operation,  under  local  cocaine 
anaesthesia,  was  decided  upon. 

One  incision  i  3-4  cm.  in  length  was  made  in  the  median  lobe, 
I  3-4  minutes  being  consumed  in  the  cutting.  No  hemorrhage 
followed  the  operation,  and  within  one  hour  patient  passed  one- 
half  ounce  of  fluid  slightly  tinged  with  blood.  Continued  to  pass 
small  amounts  of  urine  each  hour  during  the  day,  a  little  more 
at  longer  intervals  during  the  night.  At  8  a.  m.  the  next  morn- 
ing temperature  of  103.5  degrees;  general  condition  good. 
Passed  two  ounces  of  urine  with  considerable  force  during  my 
visit.  Forty-eight  hours  after  operation  temperature  was  normal, 
and  he  passed  from  two  to  three  ounces  of  urine  every  two  hours. 
More  urine  and  less  frequent  urination  continued  until  the  sixth 
day  after  operation,  during  this  night  patient  voided  urine  only 
once  in  eight  hours.    Left  hospital  on  the  seventh  day. 

The  operation  was  painless  and  no  suffering  occurred  subse- 
quently, except  for  slight  tenesmus  during  the  first  24  hours. 
Patient  has  continued  in  good  condition  since  operation,  passing 
urine  once  in  four  hours  during  the  day  and  usually  not  at  all 
after  retiring  for  the  night.  Rarely  he  arises  once  at  night  to 
empty  bladder.    Cystitis  well. 

Case  II :  C.  M.,  87  years  old.  Requested  by  Dr.  Snyder  to 
see  this  case.  C.  M.  entered  Garfield  Hospital  for  severe  heart 
involvement  and  inability  to  pass  urine.  Patient  had  a  dilated 
heart  and  general  anasarca.  Catheterized  every  few  hours  with 
much  difficulty,  thirty  ounces  being  withdrawn  on  occasions.  As 
can  be  seen  from  the  history  this  was  a  most  unfavorable  case 
for  any  surgical  procedure. 

On  April  29,  1903,  examined  the  patient  with  Dr.  Snyder,  and 
per  rectum  found  general  hypertrophy  of  prostate,  which  was  the 
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size  of  a  large  orange,  filling  in  nearly  the  whole  floor  of  the 
pelvis.  Catheterized  and  a  large  amount  of  urine  was  obtained. 
Examination  of  urine  showed  large  amount  of  pus  and  staphylo- 
cocci. Cystoscopic  examination  under  cocaine  anaesthesia  showed 
an  enormous  projection  of  the  middle  lobe  and  a  deep  furrow  on 
each  side  where  it  joined  the  lateral  lobes,  denoting  great  hyper- 
trophy. Apex  of  lobe  high  above  the  trigone  which  appeared  in 
a  deep  pocket  on  account  of  the  hypertrophied  middle  lobe. 
Lateral  lobes  very  much  enlarged,  extending  as  regular  masses  on 
each  side  of  the  urethral  opening,  the  right  larger  than  the  left. 
This  was  undoubtedly  a  suitable  case  for  enucleation,  but  the 
patient's  condition  was  so  poor  that  it  was  out  of  the  question,  and 
the  Bottini  operation  was  decided  upon. 

A  median  cut  of  3  cm.  and  a  right  lateral  cut  of  2  3-4  cm.  in 
length  were  made,  1  cm.  being  cut  to  the  minute.  This  case 
was  catheterized  for  seven  days,  the  same  being  easily  performed 
and  caused  very  little  discomfort.  On  the  eighth  day  he  began  to 
void  urine  naturally;  for  a  few  days  small  amounts  were  fre- 
quently passed,  the  urine  increased  in  amount,  and  frequency 
diminished  gradually.  Before  leaving  the  hospital  was  able  to 
hold  urine  four  hours.  His  general  condition  improved  and  the 
patient  went  home  against  the  urgent  advice  of  his  attending 
physician,  as  a  cystitis  still  continued.  He  returned  four  months 
later  as  result  of  cardiac  condition. 

Cystoscoped  at  this  time,  cuts  made  four  months  before  were 
easily  seen  and  although  healed  appeared  to  be  gaping  widely. 
There  was  some  contraction  of  the  bladder  cavity,  but  no  residual 
urine,  the  former  due  to  the  untreated  cystitis.  Patient  died  of 
the  heart  lesion  about  a  year  after  the  operation,  and  had  no  re- 
turn of  the  urinary  obstruction. 

Case  HI:  White,  male,  68  years  old,  a  chronic  alcoholic. 
Had  gonorrhea  at  21  years  and  several  attacks  in  succeeding  years. 
At  25  contracted  syphilis,  never  had  any  tertiary  symptoms.  Four 
months  ago  began  to  have  frequent  urination  which  has  increased 
gradually  until  at  present  is  unable  to  pass  any  urine  except  for 
dribbling  at  times;  for  the  past  month  catheterized  every  four 
hours.  He  is  poorly  nourished;  general  condition  bad  and  has 
marked  arterio-sclerosis.  Urine  contains  slight  amount  of  al- 
bumin, many  red  blood  and  pus  cells.    Some  bacilli  (colon). 
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On  rectal  examination  found  medium  sized,  moderately  solid 
prostate;  left  lateral  lobe  slightly  larger  than  the  right.  June 
2nd,  1903,  cystoscopic  examination.  Medium  bar  and  slight  in- 
travesical enlargement  of  right  lateral  lobe,  left  lateral  intra- 
vesical enlargement  more  pronounced.  Mucous  membrane  mark- 
edly inflamed.  A  median  cut  2  cm.  and  a  left  lateral  cut  2  cm. 
in  length  were  made  on  June  3rd,  1903,  under  cocaine.  During 
the  left  lateral  incision  a  small  amount  of  pus  was  noticed  flow- 
ing along  the  groove  in  the  Bottini  instrument,  evidently  a  small 
chronic  prostatic  abscess  having  been  opened.  Following  the 
operation  the  highest  temperature  was  10 1.4  degrees,  and  upon 
the  next  day  the  temperature  was  normal.  No  chills  occurred. 
Catheterized  at  4.30  p.  m.  day  of  operation  and  fifteen  ounces 
of  urine  obtained.  This  procedure  was  repeated  once  during  the 
next  twenty-four  hours.  On  the  morning  of  the  third  day  passed 
twelve  ounces  of  urine.  It  was  unnecessary  to  catheterize  the 
patient  after  this,  and  on  June  19th,  1903,  he  was  discharged. 
At  this  time  the  patient  did  not  have  to  arise  at  night  to  pass  urine, 
this  condition  has  continued  until  the  present  time,  and  there  is 
no  sign  of  cystitis. 

Case  IV:  White,  male,  62  years  old.  Patient  poorly  nour- 
ished; has  pronounced  shortness  of  breath;  arterio-sclerosis 
marked,  and  all  the  symptoms  of  chronic  interstitial  nephritis. 
Urine  contains  hyaline  and  granular  casts,  small  amount  of  albu- 
min. Sp.  gr.  1,010.  Micturition  frequent  and  difficult,  causing 
burning  pain.  Urinary  symptoms  have  continued  off  and  on  for 
several  months. 

Rectal  examination  showed  enlarged,  moderately  solid  pro- 
state; left  lateral  lobe  larger  than  the  right.  Residual  urine  at 
times  three  ounces.  Cystoscopic  investigation  revealed  great 
hypertrophy  of  the  bladder  muscle,  bladder  slightly  contracted; 
left  lateral  lobe  much  hypertrophied ;  less  intravesical  enlargement 
of  the  right  lateral;  a  median  bar  noted. 

With  cocaine  a  2  cm.  cut  over  the  most  prominent  portion 
of  the  left  lateral  lobe  and  a  2  cm.  cut  through  the  median  lobe 
were  made.  No  hemorrhage  after  the  operation.  This  patient 
was  given  ten  grains  of  quinine  immediately  after  the  operation 
and  five  grains  every  four  hours  was  ordered.  Patient  voided 
urine  without  pain  and  emptied  bladder  completely  after  opera- 
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tion;  temperature  never  went  above  99  degrees.  Discharged  upon 
the  ninth  day.    Continued  good  health. 

Case  V :  White,  male,  64  years  old.  Had  gonorrhea  forty 
years  ago;  twenty  years  ago  began  to  have  trouble  in  urination. 
Arises  as  often  as  six  times  during  the  night  to  pass  urine;  very 
little  force  to  stream;  dribbling  at  times.  Residual  urine  varies 
from  four  to  five  ounces.  Character  of  urine  very  offensive  * 
filled  with  pus;  has  used  catheter  intermittently  for  two  years. 
General  condition  fair;  no  sign  of  nephritic  complication. 

Upon  rectal  examination  a  large  solid  symmetrical  prostate  was 
found.  On  May  14,  1903,  cystoscope  showed  a  large  right  lateral 
intravesical  growth;  left  lateral  considerably  smaller  than  the 
right  and  a  marked  median  enlargement.  Antero-posterior 
diameter  of  median  lobe  was  3  cm.;  right  lateral  3  1-2,  and  left 
lateral  2  1-2  cm.  The  muscle  of  the  bladder  was  much  hyper- 
trophied,  and  considerable  amounts  of  mucus  and  pus  were  noted. 
The  capacity  of  the  bladder,  6  1-2  ounces. 

After  local  cocaine  anaesthesia  a  2  1-2  cm.  median  cut  and  a 
3  cm.  right  lateral  incision  were  made.  In  this  case  I  recom- 
mended a  prostatectomy,  which  was  refused;  the  patient  insisted 
upon  having  a  Bottini  done.  After  the  operation  the  patient  had 
two  chills,  and  upon  the  second  day  the  temperature  reached  nor- 
mal and  continued  so,  no  quinine  being  given.  He  passed  six 
ounces  of  urine  with  very  little  pain  the  day  of  the  operation,  and 
made  an  uninterrupted  recovery. 

After  leaving  hospital,  bladder  was  irrigated  for  ten  days. 
He  then  left  the  city  for  seven  months.  On  his  return,  having 
had  no  treatment  in  the  interim,  the  residual  urine  was  one-half 
ounce  and  no  pus  or  other  evidence  of  cystitis  was  present  in  the 
urine.  Patient  usually  sleeps  uninterruptedly  during  the  night, 
rarely  arises  once  after  retiring  to  pass  water.  He  says  he  feels 
better  than  he  has  for  the  last  twenty  years.  Has  return  of  sexual 
power. 

Case  VI:  W '.  M '.,  59  years  old.  Admitted  to  Garfield  Hos- 
pital August  1,  1903,  in  very  poor  physical  condition;  afflicted 
with  locomotor-ataxia.  Anterio-fibrosis  marked.  Has  had  diffi- 
culty in  passing  urine  for  two  years,  having  to  be  catheterized 
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at  times.  For  three  months  this  difficulty  has  increased.  During 
past  month  had  to  catheterize  himself  frequently,  being  able  to 
pass  only  a  small  amount  voluntarily.  Urine  is  very  offensive; 
filled  with  pus. 

August  2,  1903.  On  examination  a  rather  small,  hard,  regular 
prostate  noted;  antero-posterior  diameter  3  cm.  Residual  urine 
fifteen  ounces.  Cystoscope  showed  marked  cystitis;  submucous 
hemorrhages  over  base  of  bladder;  intravesical  growth  of  median 
bar  and  very  slight  intravesical  enlargement  lateral  lobes. 

Two  cuts  were  made  1  1-2  cm.  in  length  with  a  No.  2  blade 
in  a  slightly  converging  direction,  about  at  the  point  where  lateral 
lobes  and  bar  join.  Cocaine  anaethesia  used  and  no  pain  com- 
plained of  during  operation;  slight  hemorrhage  followed. 

Patient  catheterized  once  during  first  twelve  hours  following 
operation,  after  this  passed  urine  voluntarily.  Made  an  unin- 
terrupted recovery,  having  slight  fever,  but  no  chills;  quinine  was 
given  in  this  case.  Discharged  upon  the  tenth  day.  Residual 
urine,  1  1-2  ounces.  Three  days  after  leaving  hospital  profuse 
hemorrhage  from  the  urethra  occurred;  undoubtedly  caused  by  the 
separation  of  sloughs;  he  was  immediately  returned  to  the  hospi- 
tal and  it  was  thought  at  first  a  perineal  section  would  have  to 
be  resorted  to  to  control  hemorrhage.  With  morphine  and  rest 
bleeding  entirely  ceased  in  twenty-four  hours.  At  present  he  passes 
urine  without  difficulty  and  is  able  to  retain  same  for  four  to  five 
hours.  Arises  usually  once  after  retiring  to  empty  bladder;  oc- 
casionally during  night  enuresis  occurs. 

Case  VII:  M.  R.,  6j  years  old.  Has  lost  a  great  deal  of 
flesh  for  the  last  6  months;  has  had  frequent  urination  for  10 
years.  During  the  past  year  has  been  catheterizing  himself,  being 
able  to  void  a  little  urine  at  times.  For  a  month  has  passed  prac- 
tically no  urine  voluntarily  and  catheterization  has  been  very  pain- 
ful, the  smallest  catheter  causing  excruciating  suffering.  Urine  of 
low  sp.  gr.,  very  offensive,  and  contained  much  pus. 

On  rectal  examination  found  moderately  firm  prostate,  medium 
sized,  slightly  nodular;  right  lateral  lobe  larger  than  the  left  later- 
al lobe.  Six  ounces  of  residual  urine  obtained  by  catheterization. 
Was  etherized,  cystoscoped,  and  operated  upon;  the  general  an- 
aesthetic being  used  because  of  the  intense  nervous  condition  of  the 
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patient.  Cystoscopic  examination:  Mucous  membrane  of  blad- 
der chronically  inflamed,  bladder  muscle  greatly  hypertrophied, 
bladder  power  firm.  Right  lateral  intravesical  enlargement 
marked,  being  continuous  with  a  small  left  lateral  lobe,  no  median 
enlargement.  Cystoscope  beak  was  diverted  markedly  to  the  left 
on  introduction  into  the  bladder.  With  prostotometer  right  lateral 
lobe  measured  in  antero-posterior  diameter  4  cm.,  and  left  lateral 
lobe  2  1-2  cm. 

Two  cuts  were  made  in  the  right  lateral  lobe  each  2  1-2  cm. 
in  length,  one  at  90  degrees  and  the  other  at  45  degrees  to  the 
base  of  the  bladder.  Another  1  1-2  cm.  incision  at  an  angle  of 
45  degrees  to  the  left  of  the  median  line  was  used. 

Patient  catheterized  at  6  p.  m.  the  evening  of  the  operation; 
7  hours  later  voided  4  ounces  of  urine  with  very  little  pain, 
and  at  5  p.  m.  three  ounces  more.  Three  days  after  operation 
he  retained  urine  for  4  hours  and  passed  15  ounces.  Fre- 
quency of  urination  decreased  and  amount  passed  increased  grad- 
ually, and  he  made  an  uninterrupted  recovery.  Discharged 
October  17,  1903.  His  general  condition  is  very  much  improved 
and  except  for  a  little  pus  in  urine  and  slight  burning  during  the 
act  he  has  continued  in  good  shape,  having  to  arise  few  times 
during  the  night  to  empty  bladder  and  at  times  sleeping  unin- 
terruptedly. 

Case  VIII:  Mr.  U.  G.,  65  years  old.  Admitted  to  Garfield 
Hospital  November  20,  1903.  Frequent  urination  for  2  years. 
For  past  year  has  had  to  arise  3  and  4  times  at  night  to 
empty  bladder.  Impossible  to  pass  urine  voluntarily  for  last  3 
weeks;  has  no  desire  to  urinate  until  bladder  is  distended.  Urine 
has  been  dark  colored,  cloudy  and  offensive  for  a  year.  Patient 
is  poorly  nourished,  suffering  greatly  from  digestive  disturbance, 
is  anemic  and  has  marked  thickening  of  the  radials.  Had  35 
ounces  of  urine  in  bladder  when  admitted  to  the  hospital.  Urine 
analysis  showed  sp.  gr.  1,010,  small  amount  of  albumin,  numerous 
hyaline,  granular  and  epithelial  casts,  staphylococci,  streptococci, 
and  a  short  bacillus;  undoubtedly  a  case  of  chronic  interstitial 
nephritis.  Cystitis  was  so  severe  that  the  bladder  was  irrigated 
for  ten  days. 

On  November  30,  1903,  a  hard  prostate  was  noted  on  rectal 
examination;  the  antero-posterior  diameter  of  the  right  lateral 
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lobe  measured  3  1-2  cm.,  left  lateral  lobe  2  1-2  cm.,  median  lobe 
3  cm.  Cystoscopic  examination  showed  right  lateral  intravesical 
enlargement  marked,  median  hypertrophy,  and  a  small  left 
lateral  enlargement.  Just  behind  the  median  lobe  was  a  small 
stone. 

On  December  2,  1903,  a  right  lateral  cut  of  2  1-4  cm.,  a 
median  1  3-4  cm.,  and  a  left  lateral  1  1-2  cm.  were  made.  Opera- 
tion was  performed  under  cocaine  with  no  pain  and  very  little 
hemorrhage. 

Had  to  be  catheterized  during  the  first  twelve  hours;  eighteen 
hours  after  operation  passed  urine  involuntarily;  five  hours  later 
passed  three  ounces  voluntarily.  Frequent  urination  occurred  for 
several  days,  this  improved,  and  on  the  fourth  day  after  opera- 
tion he  retained  and  passed  ten  ounces  at  one  time.  Patient  made 
a  good  recovery,  but  suffered  a  great  deal  from  old  digestive 
trouble.  Had  some  fever  but  no  chills;  highest  temperature 
101.8  degrees;  quinine  was  given  for  three  days  after  operation. 
He  was  cystoscoped  two  weeks  after  operation,  and  the  unhealed 
cuts  were  plainly  visible,  the  small  stone  could  not  be  located, 
evidently  it  had  been  passed  in  the  urine.  One  ounce  of  residual 
urine  was  obtained.  The  cystitis  continues,  but  by  frequent  wash- 
ings is  very  much  improved.  His  general  health  is  better  than  it 
has  been  for  a  year.    Passes  urine  once  during  the  night. 

Case  IX:  M.  S.,  62  years  old.  Twenty  years  ago  had  gon- 
orrhea ;  now  has  syphilis.  Frequent  urination  for  one  year,  which 
in  the  past  month  has  become  more  marked.  Two  weeks  ago 
had  complete  retention,  this  persisted  for  some  days;  catheteriza- 
tion was  necessary.  During  the  past  week  has  been  able  to  pass  a 
little  urine  at  frequent  intervals,  arising  four  to  eight  times  during 
the  night.  Patient  was  treated  by  Dr.  Magee  and  referred  by 
him  to  me.  Urine  is  turbid,  alkaline,  ammoniacal,  and  contains 
a  small  amount  of  albumin,  much  pus  and  blood  cells,  numer- 
ous bacilli,  and  many  triple  phosphates. 

Rectal  examination  on  December  22,  1903,  defined  a  rather 
small  lateral  enlargement  of  the  prostate,  larger  on  the  right  side 
than  on  the  left.  Prostatometer  indicated  very  slight  median 
enlargement;  antero-posterior  diameter  of  right  lateral  3  cm.  in 
length,  left  lateral  2  1-2  cm.    Patient  passed  six  ounces  of  urine, 
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then  twelve  ounces  of  very  offensive  cloudy  urine  were  obtained  by 
catheter.  The  cystoscope  showed  a  small  left  lateral  lobe  pro- 
jecting into  the  bladder  and  a  larger  right  lateral  lobe.  Small 
median  bar. 

Patient  was  etherized  and  a  right  lateral  2  cm.  cut  and  a  left 
lateral  1  1-2  cm.  incision  was  made  at  an  angle  of  45  degrees  to 
the  base  of  the  bladder. 

Catheterized  once  after  operation.  On  account  of  the  age 
of  the  patient  and  his  general  condition  a  prostatectomy  was 
advised  but  was  refused.  As  soon  as  he  recovered  from  the  an- 
aesthetic 5  grains  of  quinine  were  given  every  4  hours.  Had  no 
chills  and  post-operation  temperature  was  never  above  99.6  de- 
grees. Six  hours  after  operation  he  voided  2  ounces  of  urine,  12 
hours  after  this  passed  6  ounces  of  urine  with  very  little  pain. 
The  amount  gradually  increased  and  frequency  decreased.  No 
hemorrhage  followed  the  operation,  only  slight  staining  of  the 
urine.  In  4  days  he  was  voiding  from  8  to  10  ounces  of  urine 
every  4  or  5  hours.  Patient  got  up,  shaved  himself  and  walked 
around  the  room  on  the  third  day  after  operation.  On  the  sixth 
day  he  left  the  hospital.  At  this  time  had  practically  no  residual 
urine;  urine  had  cleared  up  decidedly.  On  the  tenth  day  passed 
a  few  pieces  of  slough,  followed  by  slight  bleeding.  At  present 
patient  says  he  passes  urine  as  well  as  ever  in  his  life  and  sleeps 
uninterrupted  during  the  night. 

Case  X:  Capt.  B.,  68  years  old.  A  hemeplegic  for  2  years, 
gastric  symptoms  for  1  year,  having  lost  much  flesh  during  this 
time.  Frequent  urination  started  3  years  ago,  and  for  1  year  has 
used  the  catheter,  practically  no  urine  having  been  voided  naturally 
during  this  period.  During  the  past  month  catheterization  has 
been  almost  unbearable  on  account  of  pain.  Urine  alkaline,  offen- 
sive, contains  a  slight  amount  of  albumin,  much  pus  and  numer- 
ous short  bacilli.  Examined  on  September  4,  1903.  Is  anemic 
and  poorly  nourished;  hard,  irregular  masses  felt  in  the  region 
of  the  liver,  stomach  and  mesenteric  glands;  patient  undoubtedly 
had  general  abdominal  carcinoma. 

Rectal  examination  showed  a  very  large  moderately  firm  pro- 
state with  both  lateral  lobes  about  the  same  size;  the  notch  be- 
tween them  could  not  be  defined.    Patient  was  unable  to  pass 
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any  urine,  he  was  catheterized  and  10  ounces  of  very  fetid  urine 
obtained.  After  continued  irrigation  he  was  cystoscoped  with 
great  difficulty;  the  slightest  movement  of  the  instrument  caused 
large  flakes  to  float  off  into  the  medium  in  the  bladder.  Marked 
right  and  left  lateral  intravesical  growths  and  also  median  en- 
largement noted.  The  antero-posterior  diameter  of  the  lateral 
lobes  5  cm.  and  the  median  lobe  measured  4  cm. 

The  bladder  contained  much  pus  and  was  irrigated  twice  daily 
for  a  week;  pus  being  much  lessened.  A  Bottini  operation  under 
cocaine  was  performed  on  September  12,  1903,  two  lateral  in- 
cisions each  3  cm.  in  length  and  a  median  2  3-4  cm.  cut  were 
made.  Patient  suffered  greatly  during  the  operation,  and  some 
hemorrhage  followed,  but  ceased  after  irrigations  with  hot  water. 
He  was  never  catheterized  after  operation;  passed  urine  with 
very  little  pain  and  in  gradually  increasing  amounts,  the  fre- 
quency lessening  and  he  eventually  urinated  only  2  or  3  times 
during  the  night.  He  died  1  month  after  operation  from  the 
carcinomatous  condition,  but  never  had  the  slightest  return  of  the 
previous  urinary  trouble.  Had  no  chill  after  the  operation, 
quinine  being  administered.  This  was  a  hopeless  case,  but  the 
operation  made  his  last  hours  certainly  more  comfortable  than 
they  would  have  been  otherwise. 

Case  XI:  M.  F.,  J  6  years  old.  Mental  condition  very  much 
affected  at  present,  but  had  been  a  very  able  man.  Has  marked 
arterio-sclerosis,  and  has  been  afflicted  with  chronic  interstitial 
nephritis  for  5  years,  during  which  time  numerous  attacks  of 
uremia  have  occurred.  Has  had  trouble  in  urination  for  1  year; 
in  the  last  2  months  this  has  become  worse,  at  times  he  is  unable 
to  pass  any  urine,  then  again  has  slight  dribbling,  caused  by  over- 
flow. Catheter  was  passed  with  great  difficulty  and  considerable 
pain  whenever  this  was  done,  as  much  as  30  ounces  of  urine  was 
obtained.  Urine  ammoniacal  and  typical  of  chronic  interstitial 
nephritis;  contained  pus,  mucus  and  a  few  red  blood  cells. 

Rectal  examination  showed  a  large,  regular,  moderately 
solid  prostate;  notch  not  defined.  Prostatometer  measured  the 
antero-posterior  diameter  of  the  middle  lobe  as  4  cm.,  right 
lateral  lobe  4  cm.,  left  lateral  lobe  4  1-2  cm.  Cystoscope  intro- 
duced and  general  intravesical  enlargement  noted,  more  of  the 
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left  lateral  than  the  right.  The  instrument  was  introduced  with 
difficulty  and  the  examination  was  not  perfectly  satisfactory  be- 
cause of  hemorrhage  produced.  Kohlman's  irrigating  cystoscope 
was  used  in  this  case.  The  bladder  wall  was  markedly  hyper- 
trophied  and  covered  with  shreds  of  muco-pus;  muscular  power 
good. 

On  the  following  day  the  Bottini  operation  was  done  under 
cocaine  anesthesia;  a  left  lateral  3  1-2  cm.  incision,  a  median  of 
3  cm.,  and  a  right  lateral  of  3  cm.  were  made.  Patient  com- 
plained of  a  good  deal  of  pain,  but  because  of  the  general  con- 
dition ether  was  not  given. 

Slight  hemorrhage  followed  the  operation  but  was  readily 
controlled  by  hot  salt  solution.  After  the  operation  he  passed 
urine  voluntarily,  but  on  account  of  the  great  amount  of  bladder 
disease,  the  bladder  was  irrigated  twice  daily.  Very  little  pain 
resulted  from  the  introduction  of  the  catheter  for  bladder  wash- 
ing. A  week  after  the  operation  he  passed  10  ounces  of  urine  at 
one  time.  The  result  of  the  Bottini  was  good  if  the  patient 
could  be  made  to  pass  water  at  regular  intervals,  but  his  mental 
condition  was  such  as  to  cause  involuntary  evacuations  of  the  blad- 
der. Patient  died  at  home  of  uremia,  1  1-2  months  after  opera- 
tion. 

Case  XII :  Ma).  H.,  58  years  old.  Had  gonorrhea  and 
syphilis  when  a  young  man;  used  "alcohol  freely  during  younger 
days.  In  later  years  of  life  has  been  rather  abstemious.  One 
year  ago  retention  of  urine  came  on  suddenly  and  he  was  for  4  days 
in  this  condition  when  he  returned  to  normal  condition.  For  the 
past  6  months  has  been  unable  to  void  any  urine,  catheterizing 
himself  twice  in  24  hours,  morning  and  evening.  As  patient  said: 
"It  was  inconvenient  to  catheterize  himself  in  office."  During 
this  time  suffered  no  pain  except  for  catheterization,  which  at 
present  is  so  painful  that  he  looks  forward  with  dread  to  the  time 
for  its  performance.  He  has  lost  flesh  and  strength  very  rapidly 
during  the  past  year;  arterio-sclerosis  marked.  Urine  is  acid,  1-6 
albumin  by  bulk;  numerous  granular  casts  and  medium  amount 
of  pus  present. 

On  rectal  examination  I  found  a  small  hard  fibrous  prostate; 
antero-posterior  diameter  of  the  median  lobe  3  cm.,  left  lateral 
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3  1-2  cm.,  and  right  lateral  3  cm.  During  catheterization  urine 
dribbles  away,  showing  almost  total  loss  of  muscular  power  in  the 
bladder  wall.  The  cystoscope  showed  the  bladder  wall  markedly 
hypertrophied,  especially  at  the  trigone,  a  small  calcareous  in- 
crustation below  the  median  enlargement,  a  moderate  sized  right 
lateral  lobe,  a  slightly  larger  left  lateral  intravesical  growth,  and 
a  flat  median  bar. 

On  account  of  the  condition  of  the  patient's  kidneys  and 
arteries  a  Bottini  was  deemed  more  advisable,  although  in  the 
absence  of  bladder  muscular  power  this  operation  was  considered 
of  doubtful  utility.  With  cocaine  as  the  anaesthetic  a  median  in- 
cision of  2  cm.,  a  left  lateral  2  1-2  cm.,  and  a  right  lateral  of 
2  cm.  were  made.  Patient  complained  of  no  pain  during  opera- 
tion and  no  hemorrhage  followed,  only  a  slight  red  discoloration 
of  the  urine  drawn  from  the  bladder. 

Catheterization  was  easier  after  operation,  but  at  the  end  of 
two  weeks  he  was  unable  to  void  any  urine,  due  undoubtedly  to 
the  loss  of  bladder  muscular  power.  Subsequently  I  did  a  per- 
ineal prostatectomy  with  a  good  result.  At  the  time  of  the 
second  operation  the  cuts  were  plainly  to  be  felt  and  appeared 
about  3-4  cm.  wide. 

Case  XIII:  Mr.  P.,  52  years  old.  When  young  was  an 
alcoholic;  no  history  of  gonorrhea  or  syphilis.  A  diabetic  for  3 
years.  For  1  year  has  had  trouble  in  urination,  2  months  ago  this 
became  worse,  causing  great  pain  during  the  act.  Catheter  used  al- 
most continually  during  the  past  month,  each  time  it  is  passed  caus- 
ing severe  pain.  Has  been  unable  to  pass  any  urine  since  entering 
the  hospital  except  by  catheter.  Patient's  diet  was  restricted  and 
sugar  nearly  disappeared  from  the  urine.  Urine  contained  some 
pus  and  numerous  bacilli. 

On  rectal  examination  found  a  very  large  nodular  left  lateral 
lobe,  right  much  smaller.  Cystoscope  was  introduced  with  diffi- 
culty, being  carried  well  over  to  the  right  side  after  being  passed 
into  the  prostatic  urethra.  The  intravesical  growth  showed  an 
enormous  left  lateral  lobe  and  a  small  right  lateral  lobe;  no 
median  bar  could  be  defined.  The  prostatometer  measured  the 
left  lateral  lobe  7  1-2  cm.,  and  the  right  lateral  lobe  2  1-2  cm. 

I  was  opposed  to  trying  a  Bottini  in  this  case  because  of  the 
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great  distortion  of  the  prostate,  and  informed  the  patient  that  I 
thought  a  prostatectomy  was  his  only  chance.  He  insisted  upon 
a  Bottini,  and  would  not  consider  any  other  operation.  Two  left 
lateral  incisions  were  made,  each  3  1-2  cm.  in  length.  Consider- 
able hemorrhage  followed  the  operation  but  stopped  entirely  in 
48  hours.  He  passed  a  small  amount  of  urine  but  was  never  able 
to  get  along  without  the  catheter.  Catheterization  was  easier 
following  the  operation  than  before.  I  now  believe  he  may  have 
had  a  carcinomatous  condition  of  the  prostate  to  cause  that  en- 
ormous enlargement  and  am  of  the  opinion  that  I  should  have 
considered  it  at  the  time.  Thirteen  days  after  operation  patient's 
temperature  dropped  to  96  degrees  and  he  began  to  secrete  a  vast 
amount  of  urine,  heavily  loaded  with  sugar;  grew  gradually 
weaker,  subnormal  temperature  continuing,  and  he  died  the  1 5th 
day  after  the  operation. 

Case  XIV :  Mr.  H.,  63  years  old.  Has  been  in  the  hospital 
for  1  1-2  months  under  treatment  for  indigestion  and  general 
debility;  during  this  time  has  lost  30  pounds  in  weight.  For  10 
years  has  passed  urine  3  or  4  times  during  the  night.  In  the 
last  2  months  has  voided  very  little  urine  voluntarily,  being 
catheterized.  At  present  catheterization  causes  so  much  pain  that 
relief  is  demanded.  Urine  is  acid,  sp.  gr.  1,015,  contains  nu- 
merous leucocytes  but  no  casts. 

Rectal  examination  showed  enlargement  of  both  lateral  lobes. 
Residual  urine  12  ounces.  Cystoscopic  examination  showed  the 
bladder  wall  markedly  hypertrophied,  evidences  of  acute  inflam- 
mation and  submucous  hemorrhages.  The  antero-posterior 
diameter  of  the  lateral  lobes  appeared  to  be  about  3  cm. 

The  patient  was  so  nervous  that  ether  was  used  as  the  an- 
aesthetic; two  lateral  incisions  were  made,  each  2  cm.  in  length. 
Great  trouble  was  experienced  in  engaging  the  prostate,  as  the 
Bottini  instrument  continually  slipped  when  traction  was  made 
upon  it.  Before  the  patient  left  the  table  he  recovered  from  the 
anaesthetic  and  passed  the  fluid  which  had  been  put  into  his  blad- 
der. 

He  died  24  hours  after  the  operation  from  suppression  of 
urine.  At  the  autopsy  he  had  a  double  pyo-nephrosis.  (I  will 
show  the  bladder  in  this  case  which  is  interesting,  as  it  shows  the 
peduncleated  lateral  lobes  which  came  together  and  prevented 
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the  flow  of  urine,  and  certainly  proves  the  fallacy  of  the  state- 
ment that  all  obstructions  of  the  prostate  are  caused  by  the  rais- 
ing of  the  prostatic  urethra.) 

Case  XV :  Mr.  S.,  white,  male,  J 6  years  old.  Has  had  diffi- 
culty in  passing  urine  for  4  years.  For  the  past  2  years  has  lived 
a  catheter  life.  In  the  past  month  catheterization  has  become  very 
painful  and  at  times  impossible.  Has  had  numerous  severe  at- 
tacks of  cystitis  and  several  attacks  of  tachycardia  during  which 
a  bad  prognosis  was  given.  The  patient  is  fairly  well  nourished; 
has  marked  arterio-sclerosis,  and  a  greatly  hypertrophied  heart. 
The  urine  obtained  by  catheterization  contained  a  slight  trace  of 
albumin,  much  pus,  staphylococci,  streptococci,  and  a  few  granular 
casts. 

On  rectal  examination  an  enormous,  firm,  symmetrical  pro- 
state was  felt;  no  areas  of  softening  noted.  With  a  finger  in  the 
rectum  and  the  hand  above  the  pubes,  the  prostate  was  about 
the  size  of  a  3  months'  pregnant  uterus.  Cystoscopic  examina- 
tion was  absolutely  impossible  on  account  of  the  great  lengthen- 
ing of  the  urethra  by  the  enormous  hypertrophy.  It  was  possible 
to  get  a  Porges  catheter  into  the  bladder  but  impossible  to  pass 
a  metal  sound.  Not  being  able  to  make  a  cystoscopic  examination 
and  with  a  patient  in  such  poor  general  condition  I  debated  a  long 
while  before  attempting  any  operative  procedure. 

Finally,  I  decided  to  try  the  Bottini  operation  as  a  last  resort. 
On  the  day  set  for  the  operation  the  patient  had  a  heart  attack, 
the  pulse  went  up  to  170  and  the  operation  was  abandoned  for  3 
days.  On  December  7,  under  cocaine  anaesthesia,  the  Bottini  in- 
strument was  introduced  into  the  bladder  with  considerable 
difficulty.  The  full  length  of  the  instrument  being  necessary 
to  enter  the  bladder,  it  was  felt  to  ride  over  a  large 
middle  lobe  during  the  passage.  After  the  instrument 
had  been  introduced  and  the  beak  turned  downward  it  was  abso- 
lutely impossible  to  feel  the  beak  of  the  Bottini  per  rectum;  a  con- 
dition that  has  not  occurred  in  any  of  my  other  cases.  A  median 
3  1-2  cm.  incision  and  two  lateral  cuts  each  3  1-4  cm.  were  made. 
The  patient  suffered  considerable  pain  during  the  operation  be- 
cause of  the  manipulation  needed  to  introduce  the  instrument,  and 
-slight  hemorrhage  followed. 

A  permanent  catheter  was  then  passed  into  the  bladder  and 
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left  in  for  three  days;  the  bladder  being  irrigated  frequently.  It 
was  removed  at  the  end  of  this  time,  but  the  patient  was  unable  to 
void  urine.  His  general  condition  continued  fair  until  the  eighth 
day  when  a  slight  chill  occurred  followed  by  an  almost  normal 
temperature.  Forty-eight  hours  later  a  succession  of  chills  and 
exacerbations  of  temperature  took  place.  Soon  a  purulent  dis- 
charge from  the  urethra  which  contained  staphylococci  and 
streptococci  started.  His  condition  grew  rapidly  worse.  The 
urine  appeared  to  contain  less  pus  than  it  had  prior  to  the  opera- 
tion. I  felt  confident  that  there  must  be  some  prostatic  infec- 
tion, although  no  fluctuation  or  tenderness  could  be  elicited  either 
in  the  rectum  or  perineum. 

At  this  time  Dr.  Thompson  saw  the  case  in  consultation  with 
me.  His  condition  was  so  critical  that  a  general  anaesthetic  was  out 
of  the  question.  A  perineal  section  under  cocaine  was  considered. 
Finally,  Dr.  Thompson  endeavored  to  pass  a  Von  Dittel's  in- 
strument into  the  bladder  for  drainage.  After  the  abdominal 
wall  was  penetrated  the  instrument  encountered  the  hard  mass, 
undoubtedly  the  enormously  hypertrophied  prostate.  The  trocar 
was  withdrawn  and  1-2  ounce  of  fecal  smelling  pus  was  evacuated. 
On  rectal  examination  the  beak  of  the  instrument  was  felt  just 
to  the  left  of  the  point  where  the  membranous  urethra  enters  the 
prostate.  Irrigations  through  the  canula  readily  passed  out  of 
the  urethral  canal.  The  patient  grew  weaker  and  died  the  third 
day  after  this  operation,  16  days  after  the  Bottini  operation. 

This  was  a  most  unsatisfactory  case  in  every  way,  whether 
or  not  there  was  a  chronic  suppurative  condition  of  the  prostate 
previous  to  the  first  operation  I  am  unable  to  state,  but  I  am 
confident  that  the  cuts  made  at  the  time  of  the  Bottini  operation 
did  not  extend  within  4  cm.  of  the  point  where  the  pus  was  evacu- 
ated by  the  trocar  and  canula.  It  is  possible  that  infection  may 
have  taken  place  from  the  continued  passage  of  the  catheter. 
The  operation  as  far  as  relieving  obstruction  was  an  absolute 
failure. 

Case  XVI :  White,  male,  58  years  old.  Admitted  to  the 
hospital  February  10,  1904.  Patient  was  suffering  with  loco- 
motor ataxia.  Has  been  operated  upon  several  times  for  ischio- 
rectal abscess.    Has  had  complete  retention  for  6  years.  Urine 
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showed  numerous  pus  cells,  bladder  epithelium  and  a  short  bacil- 
lus. On  rectal  examination  a  medium  sized  firm  prostate  was 
felt,  larger  in  the  right  side  than  in  the  left.  The  bladder  power 
was  good.  The  rectal  control  normal.  On  cystoscopic  examina- 
tion the  bladder  held  5  ounces  more,  causing  severe  pain.  The 
mucous  membrane  was  chronically  inflamed;  submucous  hem- 
orrhages being  noted.  The  bladder  wall  was  considerably 
thickened.  The  intravesical  growth  of  the  right  lateral  lobe  was 
larger  than  the  left.  The  antero-posterior  diameter  of  the  right 
lobe  was  3  1-2  cm.,  of  the  left  2  1-2  cm.  A  median  bar  was. 
present.  The  possibility  of  a  suppurative  condition  of  the  pro- 
state was  considered  on  account  of  the  numerous  fistulae  present, 
from  the  rectal  condition  previously  mentioned.  It  was  decided 
to  operate  by  Chetwood's  method.  Patient  was  etherized,  per- 
ineal section  performed.  The  Bottini  instrument  inserted  and  a 
2  1-2  cm.  incision  was  made  into  the  right  lateral  lobe  and  a 
1  1-2  cm.  in  the  left.  A  slight  amount  of  pus  escaped  during  the 
operation  showing  a  purulent  infection  of  the  prostate.  The 
patient  made  a  good  recovery  and  at  present  has  no  residual  urine. 

Case  XVII:  Mr.  F.  L.  S.,  6g  years  old.  In  very  poor  physi- 
cal condition.  Patient  has  had  7  uremic  attacks  in  the  last  6 
months.  His  arteries  are  very  much  thickened;  pulse  weak  and 
irregular.  For  the  past  3  months  has  passed  practically  no  urine 
except  by  catheter.  Catheterization  is  difficult  and  very  painful. 
Urine  is  putrid,  sp.  gr.  1,016;  contains  a  small  amount  of  al- 
bumin, numerous  hyaline  and  granular  casts,  pus  cells  and  abun- 
dant mucus.  Urine  swarming  with  micro-organisms.  As  can 
be  seen  from  the  history  the  patient  was  in  a  very  precarious 
condition  and  small  hopes  of  a  successful  termination  were  held 
out  to  him.  Three  and  a  half  ounces  of  residual  urine  was  present 
and  the  bladder  power  was  very  poor.  Cystoscopic  examination : 
bladder  markedly  hypertrophied  and  contracted,  covered  with 
muco-pus;  two  small  stones  were  seen  in  the  post  prostatic  pouch. 
The  left  lateral  lobe  was  larger  than  the  right  and  a  small  median 
lobe  projected  upward  from  the  base  of  the  bladder.  The  antero- 
posterior diameter  of  the  left  lateral  lobe  was  2  1-2  cm.,  of  the 
right  lateral  3  cm.,  and  the  media  3  1-2  cm.  Under  local  cocaine 
anaesthesia  a  left  lateral  cut  1  1-2  cm.,  a  right  lateral  1  3-4  cm., 
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and  a  median  2  cm.  were  made.  Very  little  pain  was  experienced 
during  the  operation  and  no  hemorrhage  followed.  The  patient 
made  a  rather  slow  recovery.  After  the  operation  he  passed 
from  1-2  to  1  ounce  of  urine  at  frequent  intervals  but  had  to  be 
catheterized  twice  daily.  At  the  end  of  a  week  the  patient  could 
get  along  without  the  aid  of  the  catheter.  Is  is  about  5  months 
since  the  operation  and  the  patient  passes  his  urine  naturally. 
He  has  had  2  uremic  attacks  during  this  time. 

Case  XVIII:  Mr.  S.,  75  years  old.  Admitted  to  Garfield 
Hospital  March,  1904.  General  condition  fairly  good,  although 
he  has  had  difficulty  in  voiding  urine  for  6  months.  During  the 
past  2  weeks  has  had  almost  complete  retention,  catheter  being 
used  twice  daily,  20  to  26  ounces  of  urine  obtained  each  time. 
Small  amounts  at  frequent  intervals  were  voided  between  cathe- 
terizations. Urine  was  offensive  and  contained  pus  cells,  a  few 
staphylococci  and  a  short  bacillus.  Cystoscopic  examination : 
Muscular  power  of  the  bladder  fair,  mucous  membrane  somewhat 
thickened,  bladder  wall  slightly  hypertrophied.  The  antero- 
posterior diameter  of  the  right  lateral  lobe  was  2  cm.,  left  lateral 
1  1-2  cm.,  and  the  median  3  cm.  The  median  lobe  was  fixed  but 
extended  well  into  the  cavity  of  the  bladder.  This  patient's  con- 
dition was  such  as  would  warrant  a  prostatectomy,  but  on  the 
other  hand  it  seemed  to  be  a  most  favorable  case  for  the  Bottini 
operation,  as  the  cuts  could  be  placed  so  as  to  entirely  relieve  the 
obstruction.  A  cut  was  made  into  each  lateral  lobe  at  its  junc- 
ture with  the  median.  The  right  cut  1  3-4  cm.,  the  left  1  1-2  cm., 
and  the  median  3  cm.  The  operation  was  done  under  cocaine 
anaesthesia ;  it  was  practically  painless  and  no  hemorrhage  fol- 
lowed. The  patient  made  uninterrupted  recovery,  temperature 
never  rising  above  100  degrees.  He  has  never  been  catheterized 
since  the  operation;  the  second  day  following  operation  he  held 
and  passed  naturally  14  ounces  of  urine.  At  present  he  sleeps 
uninterrupted  throughout  the  night,  although  occasionally  he 
arises  to  urinate  once.  During  the  day  he  passes  urine  every 
4  or  5  hours. 

Case  XIX:  R.  M.,  77  years  old.  Had  difficulty  in  urinating 
for  2  years.    During  the  past  three  months  has  had  considerable 
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hemorrhage,  numerous  attacks  and  complete  retention.  Having 
to  use  a  catheter.  Examination  made  May  26,  1904.  Fairly 
well  nourished,  arterio-sclerosis  well  marked,  heart  markedly 
hypertrophied.  Urine  contained  8  per  cent,  albumin  by  bulk, 
numerous  granular  casts,  bladder  power  poor,  bladder  contained 
8  ounces  of  residual  urine.  On  rectal  examination,  medium 
sized  firm  prostate,  the  cleft  absent.  Cystoscopic  examination: 
The  cystoscope  was  easily  introduced,  considerable  hemorrhage 
took  place,  having  to  use  a  Kohlman's  cystoscope,  bladder  wall 
considerably  hypertrophied,  lateral  lobes  slightly  enlarged,  marked 
enlargement  of  the  middle  lobe,  and  a  large  post  prostatic  pouch 
was  present.  Measurement  with  the  prostatometer  showed  the 
antero-posterior  diameter  of  the  lateral  lobe  to  be  2  1-2  cm.,  and 
of  the  median  3  1-2  cm.  The  examination  of  the  catheterized 
urine  showed  a  large  amount  of  pus  and  numerous  short,  motile 
bacilli ;  probably  the  colon. 

On  account  of  the  bleeding  of  the  prostate  a  Bottini's  opera- 
tion through  a  perineal  incision  was  decided  upon.  The  opera- 
tion was  done  by  injecting  cocaine  into  the  perineum  and  cocain- 
izing the  posterior  urethra  with  a  4  per  cent,  solution.  The 
pain  was  slight.  Three  incisions  were  made,  two  1  cm.  in  length 
where  the  lateral  lobes  meet  the  median,  an  incision  through  the 
median  lobe  was  made  2  cm.  long.  The  drainage  tube  was  then 
inserted.  There  was  considerable  hemorrhage  for  24  hours. 
After  this  the  urine  cleared.  The  tube  was  left  in  5  days.  Eight 
days  after  the  operation  the  patient  was  passing  urine  in  a  nor- 
mal manner.  At  present,  5  months  after  operation,  he  holds  his 
urine  3  or  4  hours  comfortably.  On  cystoscopic  examination  the 
healed  cuts  are  distinctly  visible.  The  urine  has  albumin  in  large 
amounts  but  pus  has  nearly  disappeared. 

Case  XX:  H.  J.,  6g  years  of  age.  Operated  on  June  12, 
1904.  For  several  years  has  had  frequent  urination.  One  year 
ago  had  great  difficulty  in  passing  urine,  this  improved  in  a  short 
time.  Four  months  ago  had  complete  retention  and  has  used 
catheter  ever  since.  Whenever  catheter  is  introduced  there  is  con- 
siderable bleeding,  the  pain  is  unbearable;  the  patient  is  very 
anemic  and  weak,  having  lost  considerable  flesh.  On  rectal  ex- 
amination the  prostate  is  firm,  larger  on  the  right  than  on  the 
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left  side,  cleft  absent.  Bladder  capacity  150  c.c,  any  more  caused 
great  pain.  On  cystoscopic  examination  the  left  lobe  was  larger 
than  the  right  with  a  slight  median  enlargement,  antero-posterior 
diameter  left  lateral  3  cm.,  right  lateral  2  cm.,  median  2  cm. 
Examination  of  catheterized  urine:  Filled  with  pus,  staphylococci 
and  a  short  bacillus,  odor  putrid.  On  account  of  tendency  to 
hemorrhage  an  external  urethrotomy  was  performed  as  described 
in  preceding  case.  The  incisions  were  made  with  the  Bottini  in- 
strument, one  2  cm.  through  left  lateral,  one  1  cm.  through  right 
lateral  and  median.  A  tube  was  introduced  and  allowed  to  re- 
main in  7  days.  An  irrigation  was  given  twice  daily  on  account 
of  foul  condition  of  organ.  Patient  left  hospital  3  weeks  after 
operation,  passing  urine  in  natural  way.  Patient  was  seen  on 
August  16.  He  now  arises  once  and  sometimes  twice  at  night  to 
empty  bladder  and  has  less  than  1  ounce  of  residual  urine.  Al- 
though signs  of  cystitis  are  still  present  he  has  gained  about  15 
pounds  and  seems  much  improved. 

In  all  my  success  cases,  but  two,  the  patients  were  never 
catheterized  but  once  after  the  operation,  and  a  considerable  num- 
ber commenced  to  pass  urine  naturally  at  once.  I  feel  sure  that  if 
patients  have  a  history  of  bleeding  before  operation,  or  if  there 
is  much  bleeding  during  the  cystoscopic  examination,  it  is  better 
to  do  a  perineal  section  and  then  do  a  Bottini  operation  through 
the  perineal  wound  and  put  in  a  catheter  of  large  size  for  drain- 
age. I  have  had  one  or  two  cases  that  had  hemorrhage  before 
operation  and  these  cases  are  the  ones  that  are  not  able  to  pass 
urine  voluntarily  immediately  after  the  operation,  and  if  cathe- 
terization has  to  be  resorted  to  for  several  days  the  clots  close  the 
catheter  and  causes  great  inconvenience.  This  is  entriely  done 
away  with  if  the  perineal  operation  is  done,  as  in  the  last  two 
cases  reported.  Of  my  twenty  cases  sixteen  have  been  successful; 
that  is,  patients  have  been  relieved  of  urinary  obstruction,  pre- 
vious cystitis,  or  have  no  troublesome  symptoms  from  the  slight 
inflammation  of  the  bladder  remaining.  Residual  urine  is  en- 
tirely absent,  or  if  present  in  a  very  small  amount.  Of  the  four 
remaining  cases,  in  one  no  result  was  obtained  from  the  Bottini 
operation  because  the  bladder  stone  had  been  absolutely  lost,  the 
result  of  over-distension.  This  patient  had  complete  retention 
and  had  been  catheterizing  himself  only  twice  daily  for  six  months 
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prior  to  the  operation.  I  recognized  the  condition  and  advised 
against  the  Bottini,  but  he  insisted  upon  having  it  performed. 
The  result  was  a  failure.  Subsequently,  I  performed  a  prostatec- 
tomy upon  this  patient  and  the  continued  drainage  of  the  bladder 
was  followed  by  return  of  muscular  power.  After  a  rather 
tedious  convalescence  he  had  an  excellent  result. 

The  three  fatal  cases  were  all  in  very  poor  physical  condition, 
and  I  do  not  feel  that  death  can  be  attributed  to  the  operation  in 
more  than  one  of  these.  This  was  the  last  one  reported,  having 
a  prostatic  abscess;  death  was  due  to  septicemia.  Another  patient 
died  thirty-six  hours  after  operation  from  suppression  of  urine, 
being  practically  moribund  when  operated  upon.  Autopsy  showed 
pus  kidney.  Another  death  occurred  ten  days  after  the  operation, 
apparently  from  an  acute  exacerbation  of  a  diabetic  condition. 
For  three  days  before  his  demise  he  had  subnormal  temperature 
and  excreted  enormous  amounts  of  urine  heavily  loaded  with 
sugar.  His  temperature  was  between  95  and  96  degrees.  The 
best  results  are  not  obtained  until  about  four  weeks  after  the  opera- 
tion, as  by  this  time  the  sloughs  have  separated  and  the  inflam- 
mation has  disappeared. 

Young  summarized  the  indication  for  a  Bottini  operation  in  an 
excellent  manner  as  follows :  ( 1 )  When  the  patient  is  passed 
65,  unless  very  robust;  (2)  when  a  younger  patient,  on  account 
of  degeneration  of  the  bladder,  kidney,  or  general  weakness,  is 
no  longer  a  fit  subject  for  a  major  operation;  (3)  when  the  ob- 
structing prostate  is  so  indurated  or  small  as  to  render  enucleation 
difficult  or  impossible;  (4)  when  definite  contraindications  to 
general  anaesthetics  are  present;  (5)  when  it  is  necessary  that  the 
immediate  convalescence  be  short  (for  business  reasons). 

The  effects  of  this  operation  are  two-fold :  ( 1 )  It  undoubt- 
edly causes  a  diminution  in  the  size  of  the  gland.  I  have  noticed 
this  shrinkage  in  nearly  every  case  operated  upon.  (2)  The 
cuts  tend  to  open  more  widely  as  time  elapses.  This  is  explained 
by  the  contraction  which  takes  place  in  the  connective  tissue  which 
radiates  from  the  capsule  towards  the  urethra. 

I  would  urge  the  general  practitioner  when  the  symptoms  of 
obstruction  of  the  hypertrophied  prostate  appear  to  consider  at 
once  the  advisability  of  an  operation  for  the  relief  of  the  condi- 
tion and  not  to  wait,  as  some  of  the  older  authorities  recommend, 
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until  the  patient  can  no  longer  pass  his  catheter.  When  this  time 
arrives  he  is  almost  certain  to  have  a  severe  cystitis  and  probably 
kidney  involvement.  If  these  operations  are  done  before  the  com- 
plications referred  to  are  present  the  danger  is  reduced  to  a  mini- 
mum. 


THE  POSITION  OF  THE  KIDNEY  AFTER  NEPHRO- 
PEXY. 

By  Augustin  H.  Goelet,  M.  D.,  New  York. 


Professor  of  Gynecology,  New  York  School  of  Clinical  Medicine,  Gynecological 


HE  contention  that  the  position  of  the  kidney  after 


nephropexy  is  unimportant  is,  I  think,  an  error.  Fixa- 


-■-  tion,  without  restoration  to  its  normal  position,  certainly 
does  not  facilitate  restoration  to  normal  action  of  the  kidney  al- 
ready crippled  in  consequence  of  displacement.  It  neither  remedies 
the  interference  with  its  circulation  and  function  coincident  with 
the  prolapse,  nor  does  it  afford  entire  relief  of  the  symptoms.  It 
is  not  the  mobility  of  the  kidney  that  causes  disturbance,  but  its 
exaggerated  downward  displacement.  On  the  contrary,  fixation  of 
the  kidney  lower  than  normal  is  more  objectionable  than  mobility, 
for  it  is  then  in  a  position  where  it  will  be  compressed  by  the 
corsets  or  clothing,  constricting  the  waist,  and  cannot  escape  as  be- 
fore. 

Fixation  lower  than  normal,  however,  obviate  overlapping 
and  compression  of  the  ureter  and  ovarian  vein  by  the  kidney. 
This,  as  I  have  shown1  is  an  important  element  in  producing 
female  pelvic  disease  by  maintaining  congestion  of  the  pelvic 
organs  through  obstruction  of  the  return  circulation  therefrom. 
But  fixation  in  that  position  does  not  obviate  the  more  or  less  con- 
stant congestion  of  the  kidney,  due  to  interference  with  its  cir- 
culation resulting  from  the  displacement.  Nor  does  it  obviate 
accumulation  of  urine  in  the  pelvis  owing  to  flexure  of  the  ureter, 


Surgeon  to  the  Metropolitan  Hospital  for  Women,  etc. 


'Paper  read  before  the  Section  of  Diseases  of  Women  of  The  American  Medical 
Association  at  the  Saratoga  Meeting.    Journal  of  the  Association,  August  23,  1902. 
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which  remains  attached  at  a  higher  plane  than  the  kidney.  Hence, 
such  a  position  of  the  kidney  cannot  have  any  beneficial  effect  upon 
the  associated  nephritis  which,  as  I  have  shown,2  is  present  in  the 
majority  (75  per  cent.)  of  these  cases  as  the  result  of  the  pro- 
lapsed position  of  these  kidneys  and  interference  with  their  cir- 
culation and  function. 

Fixation  of  the  kidney  lower  than  normal  may  account  for 
many  of  the  failures  to  obtain  relief  from  the  operation  which 
has  brought  discredit  upon  it.  Several  such  cases  have  come  under 
my  observation,  where  anticipated  relief  after  operation  had  not 
been  experienced,  and  where  these  patients  were  in  a  worse  con- 
dition than  before. 

My  attention  was  more  forcibly  directed  to  this  abnormally 
low  position  of  the  kidney  after  fixation  in  a  case  where  I  had  the 
honor  to  assist  Professor  Jean  Faure,  of  Paris,  in  doing  the  opera- 
tion as  done  by  the  French  surgeons.  The  sutures  securing  the  kid- 
ney transfixed  the  kidney  structure  at  a  considerable  distance  from 
the  surface  and  were  fastened  to  the  muscle  exposed  in  the  wound. 
(Method  of  Guyon.)  The  kidney  was  left  in  a  position  much 
lower  than  normal,  with  its  upper  pole  some  distance  below  the 
twelfth  rib.  Hence,  the  patient  has  still  a  prolapsed  kidney,  and 
the  only  thing  that  has  been  remedied  is  its  mobility.  The  other 
kidney  was  fixed  by  the  method  I  so  fully  described  in  a  paper  at 
the  New  Orleans  meeting  of  the  American  Medical  Association 
last  year,3  and  the  contrast  of  the  position  of  the  two  kidneys  was 
marked. 

Professor  Faure  expressed  himself  pleased  with  my  method  of 
fixation,  because  it  secured  the  kidney  in  its  normal  position,  and 
said  he  would  use  it  in  his  future  operations.  He  said,  however, 
that  the  French  surgeons  contended  that  it  is  the  abnormal  mo- 
bility of  the  kidney  and  not  the  downward  displacement  that 
makes  the  operation  necessary.  He  evidently  does  not  agree  with 
them  in  this. 

My  friend,  Professor  Robert  Morris,  of  New  York,  likewise 


"Paper  presented  at  the  Meeting  of  the  New  York  State  Medical  Association, 
October  20,  1902,  entitled  "A  Study  of  the  Indications  for  Nephropexy."  Medical 
Record,  December  20,  1902. 

"Fixation  of  the  Prolapsed  Kidney.  Journal  of  the  American  Medical  Associa- 
tion, November  7,  1903. 
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agrees  with  me  that  replacement  of  the  kidney  in  its  normal  posi- 
tion is  one  of  the  essentials  of  the  operation  and  has  adopted  the 
technique  I  have  described  in  place  of  his  own,  but  continues  to 
split  the  fibrous  capsule  of  the  kidney. 

I  have  persistently  maintained  that  it  is  unnecessary  and  un- 
desirable to  split  or  peel  off  the  fibrous  capsule;  that  restoration 
of  the  kidney  to  its  normal  position  is  sufficient  to  overcome  the 
associated  nephritis  in  these  cases  due  to  the  prolapse,  provided 
permanent  fixation  is  secured. 

It  is  not  an  unreasonable  assumption  that  removal  of  the 
cause  is  sufficient  for  a  cure.  It  is  true  in  this  particular  instance, 
if  structural  disease  of  the  kidney  has  not  already  advanced  too 
far  for  recovery  before  the  operation  is  resorted  to,  and  if  it  has, 
it  is  not  remedied  by  splitting  or  peeling  off  the  fibrous  capsule. 
My  position  is  that  any  case  of  nephritis  due  to,  or  associated 
with  prolapse  of  the  kidney  that  is  curable  by  fixation  and  peel- 
ing off  the  fibrous  capsule,  may  likewise  be  cured  by  fixation  alone 
without  depriving  the  kidney  of  its  fibrous  capsule. 

If  downward  displacement  of  the  kidney  causes  inflammatory 
changes  in  the  organ  because  of  interference  with  its  circulation 
and  function,  it  is  not  reasonable  to  suppose  that  fixation  in  an 
abnormally  low  position  will  effect  any  change  in  the  condition 
so  far  as  the  kidney  is  concerned. 

The  unusually  low  position  of  the  kidney  results  in  conges- 
tion and  inflammation,  because  the  circulation  is  retarded  in  con- 
sequence of  the  lengthening  and  narrowing  of  the  vessels  supply- 
ing the  organ  and  the  necessary  upward  direction  of  the  return 
blood  current  in  veins  adapted  to  act  normally  on  a  level,  and  be- 
cause there  is  intencrence  with  the  outflow  of  the  urine  which  per- 
mits it  to  accumulate  in  the  pelvis.  The  ureter  being  attached  at  a 
higher  plane  than  the  kidney,  the  urine  is  compelled  to  flow  up- 
ward, at  least  when  the  subject  is  in  a  sitting  or  erect  position, 
which  is  the  greater  part  of  every  twenty-four  hours.  But  for  the 
several  hours'  rest  in  the  recumbent  position  during  the  sleeping 
hours,  much  more  serious  disturbance  of  the  economy  would  be 
manifested  in  these  cases. 

If  the  kidney  is  suspended  by  its  partially  detached  fibrous 
capsule  by  means  of  sutures  secured  to  the  muscular  structure  ex- 
posed in  the  wound,  it  must  necessarily  be  held  in  a  position  much 
lower  than  normal,  where  it  is  constantly  subjected  to  injury.  If 
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it  is  secured  after  the  manner  of  the  French  surgeons  by  sutures 
that  transfix  its  structure,  the  kidney  sustains  an  injury  from  which 
it  may,  or  may  not,  recover,  and  the  position  is  very  much  too 
low. 

If,  on  the  other  hand,  the  sutures  suspending  the  kidney  are 
brought  out  on  the  surface  of  the  back  at  the  upper  end  of  the 
incision,  and  if  these  sutures  are  inserted  only  under  the  fibrous 
capsule  in  the  lower  half  of  the  kidney,  its  structure  is  not  in- 
jured; and  when  these  sutures  are  tied  the  kidney  is  drawn  up  into 
its  normal  position  with  its  upper  pole  under  the  last  two  ribs. 

The  objection  that  failure  to  denude  the  kidney  of  its  pro- 
tecting fibrous  capsule  and  to  expose  the  raw  structure  for  ad- 
hesion may  not  result  in  permanent  fixation,  does  not  hold,  since  I 
have  obtained  success  with  this  method  in  184  consecutive  nephro- 
pexies. 

For  the  benefit  of  those  not  wholly  familiar  with  this  method 
I  will  repeat  here  the  essential  points  in  the  technique. 

The  kidney  is  exposed  through  a  vertical  incision  from  the 
twelfth  rib  downward  along  the  outer  border  of  the  erector  spina? 
muscle.  It  is  delivered  through  the  incision,  and  the  surrounding 
fat  all  around  and  the  attached  colon  are  completely  detached,  ex- 
posing the  entire  kidney.  The  sutures  of  silkworm  gut,  two  in 
number,  are  inserted  under  the  fibrous  capsule  only,  one  at  the 
centre  of  the  kidney  and  the  other  midway  between  this  and  the 
lower  pole.  The  kidney  is  then  replaced  and  the  suture  ends  are 
carried  from  within  out  and  brought  out  upon  the  surface  of  the 
back  at  the  upper  angle  of  the  incision  just  below  the  twelfth 
rib,  and  are  tied  over  a  fold  of  gauze  to  prevent  the  sutures  from 
cutting  into  the  skin  and  consequent  loosening  of  the  loop.  These 
sutures  are  retained  in  position  until  the  patient  is  ready  to  get 
up,  three  weeks  after  the  operation. 

I  have  laid  stress  upon  the  necessity  of  careful  preparation  of 
these  patients  for  operation  to  obviate  the  strain  of  retching  and 
vomiting  following  the  anaesthetic,  and  also  during  convalescence 
absolute  quiet  in  the  recumbent  position  as  essential  for  success. 

In  conclusion  I  must  insist  that  the  proper  position  for  the 
kidney  after  nephropexy  is  the  normal  position  with  the  upper  pole 
under  the  last  two  ribs  or  as  near  this  as  possible,  and  I  believe 
this  is  better  accomplished  by  the  method  of  suture  that  I  have 
described. 
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A  Contribution  to  the  Diagnosis  of  Renal  Tuberculosis.— Milchner.  (Berlin- 
er Klinische  Wochenschrift,  Dec.  5  th,  '04.) 
Milchner  relates  the  following  case,  which  clearly  demonstrates  the  need  for  cul- 
ture experiments  in  the  diagnosis  of  renal  tuberculosis.  A  female  child 
of  eleven  years  presented  a  history  of  repeated  attacks  of  haematuria,  covering 
about  seven  years.  No  signs  of  tuberculosis  were  discoverable  in  other  organs. 
Anaemia  and  emaciation  were  marked.  The  left  kidney  was  distinctly  palpable, 
decidedly  enlarged,  and  sensitive  on  pressure.  Urine  very  turbid  with  pus;  in  the 
filtrate,  traces  of  albumen ;  in  the  sediment,  many  pus  cells.  Examination  by  Gab- 
bet's  stain  showed  bacilli,  which  distinctly  resisted  the  action  of  acids.  Ureter-cathe- 
terization  showed  the  function  of  the  affected  kidney  to  be  much  decreased,  the  right 
normal.  The  diagnosis  of  tubercular  nephritis  was  made.  On  operation  no  tuber- 
culous changes  were  found  in  the  kidney,  but  it  was  found  to  be  the  seat  of  a  marked 
hydro-pyonephrosis,  with  a  kink  at  the  beginning  of  the  left  ureter.  Examination  of 
the  urine,  subsequent  to  the  recovery  of  the  patient,  revealed  the  same  bacilli  as  be- 
fore, and  on  further  examination  they  proved  to  be  the  smegma  bacillus. 

Two  Cases  of  Gonococcus  Sepsis,  With  Demonstration  of  the  Gonococcua 
in  the  Blood,  During  the  Life  of  the  Patient—  Krause.    (Berliner  Klin- 
ische Wochenschrift,  May  9,  1904.) 
In  two  cases,  one  a  male  in  the  fourth  week  of  a  gonorrhoea,  which  had  been 
treated  with  injections  (of  what  is  not  stated),  the  other  a  female,  on  the  19th  day 
after  confinement,  gonococci  were  cultivated  from  the  blood.    The  first  died,  and  on 
autopsy  there  were  found:  Fibrinous  pericarditis,  dilatation  and  hypertrophy  of  the 
ventricles,  ulcerative  endocarditis  of  the  aortic  valves,  fatty  degeneration  of  the  car- 
diac muscle,  exudative  pleurisy,  pneumonia  of  the  lower  lobes,  ventricular  and  intes- 
tinal haemorrhage,  fatty  degeneration  and  hypertrophy  of  the  liver,  and  ascites.  The 
second  case  recovered,  after  an  illness  of  about  three  months,  during  the  course  of 
which  she  developed  pain  in  the  right  knee,  without  swelling  or  exudation,  distinctly 
enlarged  spleen,  double  gonorrhoeal  pyosalpinx,  and  pelvic  exudation.    There  had, 
apparently,  been  no  treatment  whatever  of  the  gonorrhoea. 

The  Extensive  Mobilization  of  the  Urethra.-  A  Procedure  for  the  Suture 
of  Larger  Defects. — Goldmann.  (Beitraege  zur  Klin.  Chir.,  1904,  p.  230.) 
Through  a  median  incision,  Goldmann  dissects  out  the  urethra,  excises  the  stricture, 
unites  the  mucous  membrane  of  the  two  stumps  over  a  catheter,  by  sutures,  and  the 
outer,  submucous  tissues,  by  a  separate  line  of  sutures.  The  outer  wound  is  then 
sutured  with  the  exception  of  a  small  orifice  for  a  gauze  tampon  and  drain.  Cathe- 
ter-a-demeure.  Later  passage  of  sounds.  His  cases  resulted  perfectly,  permitting  of 
the  easy  passage  of  B.  30  Charriere.  On  erection  the  penis  assumed  its  normal 
position.    He  concludes  that  it  is  possible  to  resect  even  up  to  8  cm.  of  the  urethra. 
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On  Phlebitis  Gonorrhoica.—  Heller.    {Berliner  Klimsche   JVochenschrift,  June 
6,  1904.) 

Heller  relates  the  case  of  a  young  man,  who,  after  having  neglected  the  treat- 
ment of  a  gonorrhoeal  urethritis  for  two  months,  presented  himself  for  treatment 
with  antero-posterior  urethritis,  urethro-cystitis,  and  bilateral  prostatitis.  Treat- 
ment was,  at  first  in  bed,  diet,  baths,  local  applications,  packs,  and  internal 
treatment  for  eight  days,  until  the  subsidence  of  the  acute  symptoms.  Following 
this  he  was  treated  with  irrigations  of  potassium  permanganate,  and  nitrate  of 
silver  solutions  for  seventeen  days,  at  the  end  of  which  time  all  symptoms  appeared 
to  have  ceased.  On  the  eighteenth  day  he  noticed  severe  pain  in  the  calf  of  the  left 
leg,  and  gradually  developed  a  distinct  phlebitis  of  the  left  vena  saphena  minor  seu 
posterior,  and  of  the  right  pampiniform  plexus.  Treatment  consisted  of  elevation  of 
the  extremity,  moist,  warm  compresses,  and  careful  application  of  gray  ointment. 
At  the  end  of  four  weeks  all  symptoms  had  disappeared. 

Concerning  Stomatitis  Gonorrhoica,  In  the  Adult. —  Jurgens.  {Berliner 
Klinische  Wocherisckrift,  June  13,  1904.) 
Jurgens  reports  a  case  of  this  disease,  in  an  adult  male,  during  the  course  of  an 
acute  gonorrhoeal  urethritis,  in  which  the  gonococci  were  discovered  by  culture. 
The  gums  were  markedly  reddened,  swollen  and  loosened,  the  reddening  being  most 
marked  at  the  margins.  Between  the  teeth  the  swelling  of  the  gums  was  most  marked, 
and  here  the  mucous  membrane  was  covered  with  greyish-green,  ill-smelling  de- 
posits. The  gums  bled  very  easily.  The  changes  were  most  marked  about  the  upper 
incisors.  In  the  neighborhood  of  the  last  lower  molars  of  both  sides,  the  gums 
and  buccal  mucous  membrane  were  more  markedly  changed,  here  showing  irregular 
ulcerations.  The  secretion  was  profuse  from  the  gums;  the  temperature  ran  from 
37  to  38  degrees  R.  for  two  weeks,  then  normal.  Irrigations  with  solutions  of 
acetate  of  alumina,  potassium  chlorate,  and  permanganate  of  potash,  produced  no 
result.  Ice-particles  relieved  the  symptoms  somewhat.  Bichloride  solution  of  1- 
7,000  to  1-10,000  relieved  and  gradually  cured  the  disease. 

On  the  Resection  of  the  Urinary  Bladder  for  Malignant  Tumors.— Matthias. 

{Beitraege  z.  Klin.  Chir.,  1904,  p.  331.) 
Two  cases  operated  on  by  v.  Mikulicz  are  reported  in  detail.  In  the  first,  a 
female  of  46,  cystoscopy  revealed  a  tumor  involving  part  of  the  fundus  and  left  side 
of  the  bladder,  including  the  left  ureter.  The  tumor  was  extirpated  some  distance 
into  the  healthy  perivesical  tissues,  4  cm.  of  the  left  ureter  exsected,  and  the  stump 
implanted  in  the  vesical  wall.  Examination  showed  the  tumor  to  be  a  medulrary 
carcinoma.  Recovery.  Examination  one  year  after  operation  showed  no  recurrence. 
The  second  case,  a  50-year-old  man,  presented  a  broad-based,  rough-surfaced  tumor, 
on  the  left  side  of  the  base  of  the  bladder,  extending  from  the  margin  of  the  pros- 
tate to  the  left  ureter.  Tumor  excised  well  into  the  normal  tissue,  removing  almost 
the  entire  left  half  of  the  bladder-wall  and  a  part  of  the  left  ureter.  Recovery. 
No  report  was  obtainable  after  a  period  of  two  months  had  elapsed. 

On  the  Technique  of  Nephropexy. —  Hofmann.    {Beitrage  z.  Klin.  Chir.,  1904, 
p.  613.) 

Hofmann  modifies  the  procedure  of  Ruggi,  in  that  the  dorsal  surface  of  the 
capsule  is  slit  and  laid  free  in  the  manner  of  the  folding-door  flap.  The  two  halves, 
or  flaps,  are  then  rolled  up  on  themselves,  and  their  several  folds  pierced  by  the 
sutures. 
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EDITORIAL 

RECENT  MODIFICATIONS  OF  THE  CYSTOSCOPE 
HAVE  RENDERED  URETERAL  CATHETERIZA- 
TION EASIER  THAN  IS  COMMONLY  STATED, 
THUS  MAKING  IT  ADVISABLE  THAT  INSTRUC- 
TION BE  GIVEN  AT  MEDICAL  SCHOOLS  IN  THIS 
BRANCH  OF  SURGERY. 

Too  much  credit  cannot  possibly  be  given  Nitze  for  the  in- 
vention of  the  cystoscope,  but  Brenner  first  modified  this  instru- 
ment to  use  it  to  catheterize  the  male  ureter.  However,  the  beak 
of  the  Brenner  cystoscope  was  so  placed  as  to  form  too  abrupt  an 
angle  with  its  shaft,  so  that  the  lamp  and  lens  were  often  covered 
with  blood  from  the  urethra,  when  introduced  into  the  bladder. 
Too  much  credit  cannot  be  given  F.  Tilden  Brown  for  his  modi- 
fication of  the  Brenner  cystoscope,  which  was  the  first  to  be  em- 
ployed for  synchronous  ureter  catheterization.  This  instrument 
has  advanced  the  study  of  cystoscopy  in  this  country  to  an  incalcu- 
lable extent,  and  rendered  the  catheterization  of  the  ureters  an 
easy  matter,  compared  with  the  difficulties  encountered  formerly. 
Follen  Cabot  has  further  modified  the  Brown  cystoscope  so  as  to 
get  a  larger  field  of  vision,  in  order  to  facilitate  the  detection  of 
the  ureteral  orifices. 

The  student  of  medicine  is  taught  to  use  the  laryngoscope  and 
opthalmoscope,  but  is  often  led  to  believe  that  the  cystoscope  is 
too  difficult  an  instrument  to  attempt  to  use,  so  that  until  recently 
it  was  necessary  for  physicians  graduating  from  our  medical 
schools  to  go  to  Europe  to  learn  cystoscopy,  and  the  catheteriza- 
tion of  the  ureters. 

To  dispel  the  former  idea  of  the  great  difficulty  of  ureteral 
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catheterization,  we  give  the  description  of  its  performance,  in  the 
hope  that  inasmuch  as  a  demand  has  been  created  for  instruction 
in  this  branch  of  surgery,  it  will  be  recognized  and  supplied  by  our 
medical  schools. 

The  cystoscope  is  sterilized,  lubricated  with  glycerine  and  in- 
serted like  an  ordinary  metallic  sound  until  the  beak  is  in  the 
middle  of  the  cavity  of  the  bladder.  The  light  is  then  turned  on, 
when  a  clear,  luminous  field  of  vision  is  seen.  Then,  using  a  cys- 
toscope with  the  direct  light  like  the  Brown  or  Cabot,  the  handle 
of  the  cystoscope  is  elevated  and  the  interureteral  line  sought 
for.  By  following  this  line  toward  its  lateral  terminations  the 
ureters  can  be  found.  In  the  case  of  cystoscopes  with  the  re- 
flected light,  such  as  the  Nitze,  Casper,  Albarran  and  Bierhoff  in- 
struments the  beak  is  rotated  below  and  given  an  inclination  of  300 
in  a  horizontal  line,  when  often  the  ureteral  orifice  can  be  seen  at 
once.  It  can  generally  be  brought  into  the  field  of  vision,  by  mov- 
ing the  shaft  of  the  instrument  forward  and  backward  until  the 
inter-ureteral  line  is  found.  By  following  this  line  toward  its 
lateral  terminations  the  ureteral  orifice  can  be  seen,  and  the  prism 
is  placed  directly  over  it,  until  the  ureteral  slit  appears  in  the  mid- 
dle of  the  field  of  vision.  The  ureteral  catheter  is  then  slowly 
moved  forward,  toward  and  into  the  ureteral  opening. 

There  is  no  reason  why  the  catheterization  of  the  ureters 
should  be  the  trick  of  a  few  men.  With  instruction  from  a  good 
teacher,  perseverance,  and  attention  to  the  fundamental  details  of 
light  and  distension,  every  physician  can  learn  to  catheterize  the 
ureters  under  favorable  conditions,  but  the  beginner  does  not 
always  have  the  judgment  to  recognize  the  impossible  cases.  This 
is  no  reason,  however,  why  our  medical  schools  should  not  give 
instruction  in  cystoscopy  and  ureteral  catheterization,  to  the  end 
that  not  so  many  serious  operations  upon  the  kidney  will  be  per- 
formed until  the  most  accurate  diagnosis  of  the  condition  of  each 
kidney,  when  compared  with  the  other,  has  been  rendered  pos- 
sible by  ureteral  catheterization. 


A  CASE  OF  NEPHRECTOMY  FOR  PYONEPHROSIS, 
WITH  REMARKS  ON  FUNCTIONAL  KIDNEY 
CAPACITY. 

By  Martin  Krotoszyner,  M.  D.,  San  Francisco,  Cal. 

UP  to  a  few  years  ago  no  surgical  interference  was  at- 
tempted in  cases  of  acute  pyonephrosis  or  septic  nephritis. 
In  such  cases  nephrotomy  appeared  an  ineffectual  proced- 
ure and  nephrectomy  too  hazardous  on  account  of  the  probable  in- 
volvement of  both  kidneys.  Here  ureteral  catheterization  and  per- 
formance of  the  various  tests  for  determining  renal  function  are 
liable  to  give  very  valuable  data  as  to  the  practicability  of  a  timely 
and  life-saving  operation.  Therefore  the  following  observation 
is  reported : 

The  most  important  features  of  the  case  are  the  following: 
Robust  man,  48  years  old,  unmarried.    Family  history  unimpor- 
tant, except  that  several  members  of  the  patient's  family  had  re- 
peated attacks  of  lithiasis.    Patient  contracted  syphilis  eight  years 
ago,  and  was  some  years  ago  treated  by  the  writer  for  syphilitic 
psoriasis;  since  then  no  recurrence.    Was  repeatedly,  during  the 
last  four  or  five  years,  under  observation  for  various  nervous 
(functional)  disorders.    Urinalysis  during  this  period  revealed 
nothing  of  pathological  note  save  increase  of  urates  and  phos- 
phates.   Of  late  the  patient's  nervous  symptoms  became  so  serious 
that,  during  a  business  trip  to  New  York,  he  had  there  to  submit 
to  treatment  at  a  sanitarium.    When  he,  continuing  his  journey, 
arrived  in  London,  his  physician,  Dr.  J.  Cohn,  found  him  suffering 
from  nervous  asthma,  agoraphobia,  sleeplessness,  etc.    At  the 
same  time  frequent  micturition  occurred.     Urinalysis:  Urine 
slightly  acid,  normal  specific  gravity,  no  albumin,  no  saccharum, 
microscopically  a  large  amount  of  pus-cells  and  micro-organisms 
(bact.   coli).     Dr.  Cohn's  diagnosis:    Chronic  cystitis,  auto-in- 
toxication from  the  bladder,  and  general  nervous  manifestations 
caused  by  resorption  of  toxins  was  concurred  in  by  his  consultant, 
Hurry  Fenwick.    Under  local  lavages  of  Ag.  No;.  and  urotropin 
internally,  a  quick  and  satisfactory  recovery  to  apparently  good 
health  was  effected.    About  three  months  later,  after  his  return  to 
San  Francisco,  the  patient  was  seized  one  morning,  on  rising,  by 
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a  slight  chill  followed  with  pain  in  his  right  loin,  for  which  he  im- 
mediately sought  the  writer's  advice.  The  region  of  the  right  kid- 
ney was  tender  to  the  touch,  the  pain  radiating  towards  the  right 
ureter;  patient  passed  blood-tinged  urine  which  contained  albumin, 
pus  and  blood  cells,  no  casts.  The  patient  went  to  bed  and  had, 
two  hours  later,  a  severe  attack  of  renal  colic,  necessitating  for 
its  control  the  administration  of  i  grain  morphia  hypodermically. 
The  following  day  he  had  another  even  severer  attack,  for  which 
I  1-2  grains  morphia  had  to  be  injected  before  it  was  partly  con- 
trolled. This  day  several  small  calculi,  varying  in  size  from  a  pin- 
head  to  a  bird-shot,  were  passed.  Urine:  Acid  1,015,  good  amount 
albumin,  the  heavy  sediment  showing  numerous  red  cells,  leu- 
cocytes, flat  epithelia  and  calcium  oxalate  crystals.  For  two  or 
three  days  following  the  patient  had  slight  pains  radiating  from 
the  region  of  the  right  kidney  to  the  bladder;  kidney  not  palpable 
on  account  of  large  amount  of  fat,  but  distinct  sensitivenesss 
elicited  upon  pressure  over  region  of  right  kidney.  Examination, 
per  rectum,  negative  as  to  presence  of  calculi.  Temperature  rang- 
ing from  98.8  to  100  degrees  F. ;  daily  quantity  of  urine  1,200 
to  1,800. 

On  the  ninth  day  after  the  onset  of  the  first  symptoms  a  severe 
chill  occurred,  followed  by  temperature  of  102.5  degrees,  and 
general  malaise,  anuria  for  six  hours,  no  pain  over  region  of  right 
kidney.  The  consultant,  Dr.  Levison,  concurred  in  diagnosis  of 
renal  calculi  with  onset  of  pyelitis  on  right  side;  expectant  treat- 
ment was  advised  (urotropin,  alkaline  mineral  waters,  hot  packs, 
etc.).  A  radiogram  was  made  with  negative  result  as  regards 
presence  or  location  of  calculi.  Chills  at  irregular  intervals  oc- 
curred during  the  next  four  or  five  days,  increasing  in  severity  and 
length  and  prostrating  the  patient.  Temperature  rose  to  104  or 
105  degrees  immediately  after  and  ranged  between  101  and  102 
degrees  between  chills.  Unmistakable  symptoms  of  general  sepsis 
appeared.  Oppression,  sweats,  pulse  increasing  in  rapidity  and  de- 
creasing in  volume,  respiration  labored  25  to  36. 

In  consultation  with  Drs.  Huntington  and  Kerr,  a  pyelitis,  or 
possibly  a  pyonephrosis  of  right  side,  caused  by  calculi,  was 
diagnosed,  and  immediate  operation  advised,  provided  that  func- 
tion of  left  kidney,  upon  examination,  would  be  found  satisfac- 
tory. 
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Examination  for  kidney  function :  Cystoscopy  revealed  the 
picture  of  cystititis,  left  ureter  normal  and  apparently  clear  fluid 
escaping  from  it;  right  ureter,  area  around  the  ureteral  opening 
congested,  its  lips  swollen,  a  cloudy,  reddish-colored  fluid  es- 
caping. 

Right  ureter  catheterized,  urine  of  left  side  obtained  from 
bladder.    Twenty  minims  of  1-2  per  cent,  of  phloridzin  injected. 

Right  kidney:  Urine  turbid,  has  appearance  of  pus;  cryo- 
scopy,  0.37;  urea,  0.001;  microscopically,  large  amount  of  pus- 
cells,  few  red  cells,  no  sugar  one-half,  1  and  2  hours  after  in- 
jection of  phloridzin. 

Left  kidney:  Urine  clear,  of  normal  color;  cryoscopy,  1.02; 
urea,  0.015;  ^ew  leucocytes,  red  cells,  flat  and  round  epithelia,  2 
granular  casts,  no  sugar. 

Operation  (with  kind  assistance  of  Drs.  Huntington  and  Wil- 
lard)  :  Spinal  anaesthesia  with  0.05  tropacocaine  and  about  8  c.c. 
of  chloroform  administered  at  the  beginning  of  operation.  Time 
of  operation  one  hour.  Kidney  exposed  by  lumbar  incision  from 
last  rib  to  brim  of  pelvis,  found  to  be  very  adherent  and  friable; 
palpation  and  incision  of  organ  to  the  pelvis  revealed  no  calculi, 
while  both  cut-surfaces  appeared  to  be  studded  with  numerous 
abscesses  of  varying  size.  Therefore  removal  of  the  organ  was 
decided  upon  and  effected. 

Pathological  report  (Dr.  Ryfkogel)  :  Examination  showed 
the  typical  picture  of  suppurative  nephritis.  The  tubules  showed 
extensive  degeneration  and  necrosis,  and  the  interstitial  substance 
was  greatly  infiltrated  with  leucocytes.  Minute  abscesses  were 
numerous.  The  capillaries  were  distended  with  blood.  A  guinea- 
pig,  inoculated  subcutaneously,  died  from  septicemia  in  48  hours. 
Staphylococcus  pyogenes  aureus  and  bacillus  coli  communis  were 
present  in  its  heart's  blood. 

The  patient  did  not  regain  consciousness,  and  two  or  three 
hours  after  operation  had  a  severe  collapse  from  which  he  only, 
by  heroic  stimulants  and  prolonged  intravenous  salt  water  infu- 
sions, could  be  roused. 

The  first  two  weeks  after  operation  the  patient's  condition  was 
comparatively  satisfactory,  daily  quantity  of  urine  steadily  in- 
creased, patient  gradually  gaining  strength,  beginning  to  sit  up  and 
exhibit  good  appetite.   Then  he  began  to  suffer  from  daily  attacks 
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of  vertigo,  at  first  while  sitting  up,  and  afterwards  even  while 
lying  in  bed;  also  complained  of  severe  pain  in  abdomen,  localized 
at  end  of  sternum;  had  irregular  pulse,  constipation  and  nausea, 
slight  rise  of  temperature  99.5  to  100.5.  On  the  twenty-fifth 
day  after  operation  he  suddenly,  after  a  meal  consisting  of  quail, 
bread  and  stewed  cherries,  got  violent  pains  in  abdomen,  localized 
under  xyphoid  process  of  sternum,  general  malaise, nausea  ;vomited 
three  times.  Temperature,  103.5;  pulse,  120;  slight  icterus. 
Blood  examination  showed:  red  cells,  4,540,000;  white,  14,300; 
haemoglobin  65  per  cent.;  color  index  0.72.  Urine:  alkaline 
cloudy,  no  sugar,  albumin  present;  urea  1.35  per  c.c. ;  microscopic, 
large  amount  of  pus-cells. 

Although  placed  on  strictest  diet  and  absolute  bed  rest,  at- 
tacks of  nausea  and  pain  in  abdomen  persisted  for  next  8  or  10 
days;  temperature  99  to  100;  pulse  occasionally  irregular.  Con- 
dition gradually  improved  with  slight  recurrent  attacks  of  similar 
character. 

Three  months  after  operation  wound  entirely  healed;  patient 
is  up  and  about;  good  appetite;  urine  of  normal  quantity  but  still 
contains  pus  of  varying  amount.  General  nervous  symptoms  per- 
ceptibly worse  whenever  pus  in  urine  increases.  Altogether  a 
steady  decrease  of  pus-cells  in  slides  taken  from  urine  noticeable. 
Occasionally  slight  increases  of  pus  were  marked  by  symptoms  of 
nervous  depression. 

More  than  a  decade  has  passed  since  Dreser  first  taught  how 
to  apply  the  laws  of  physical  chemistry  towards  determining  kid- 
ney function  and  since  A.  O.  Koranyi  began  to  utilize  Dreser's 
method  for  clinical  purposes.  From  the  great  number  of  publi- 
cations upon  the  subject  of  blood  and  urine  cryoscopy  the  follow- 
ing facts  can  at  present  be  sifted  out:  A  standard  value  for 
cryoscopy  of  mixed  urine  (representing  the  total  kidney  work) 
does  not  exist.  Ingesta  of  food  and  fluids  influence  A  to  such  a 
degree,  that,  without  the  knowledge  of  the  exact  amount,  not 
much  can  be  gained  from  urine  cryoscopy.  In  cases  with  alkaline 
urine,  for  instance,  values  for  A  are  absolutely  unreliable,  since 
through  the  transformation  of  urea  into  carbonate  of  ammonia  a 
loss  of  firm  molecules  in  the  urine  is  effected. 

Cryoscopy  of  blood  seemed  to  be  more  promising  as  regards  its 
prognostic  value,  as  osmotic  pressure  of  blood  is  not  subject  to  the 
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great  oscillations  as  that  of  urine.  But  many  observations  have 
proven  that  the  diagnostic  and  prognostic  value  of  this  method 
has  been  overestimated.  In  anaemic  and  cachectic  conditions,  in  all 
cases  where  excretion  of  fluids  is  retarded,  in  cases  of  respiratory 
disturbances,  or  where  renal  circulation  is  interfered  with  by  the 
presence  of  large  abdominal  tumors  or  a  chronic  heart  affection, 
we  can  not  conclude  from  the  presence  of  a  normal  blood  point 
upon  normal  kidney  function.  Latterly,  it  was  found  that  even 
uremic  poisoning  of  most  severe  character  may  exist  with  a  nor- 
mal blood  point,  while  a  higher  value  of  A  was  found  in 
cases  with  apparently  healthy  kidneys.  Since  I  had  to  carry  out  my 
experiment  at  the  patient's  house,  the  withdrawal  of  a  sufficient 
quantity  of  blood  for  cryoscopical  purposes  would  have  greatly 
added  to  the  excitement  of  my  neurasthenic  and  debilitated  patient; 
hence  the  omission  of  this  test,  upon  which,  for  reasons  above 
mentioned,  I  do  not  place  too  much  reliance  of  late.  Theoreti- 
cally though  it  must  be  admitted  that  an  abnormally  high  blood 
point  (above  0.60)  should  be  looked  upon  as  contraindicating 
operative  interference. 

Most  valuable,  and  in  this  point  my  own  experience  coincides 
with  that  of  others  working  in  this  field,  is  the  comparative  cryo- 
scopical test  of  urines  obtained  by  ureteral  catheterization.  When, 
as  in  this  case,  we  find  the  one  side  0.37,  and  on  the  other  1.02,  we 
are  justified  in  concluding  that  the  remaining  kidney  may  be  able 
to  functionate  satisfactorily  after  removal  of  its  sister  organ.  Or, 
in  other  words,  we  may  conclude  from  the  comparative  result  of 
our  cryoscopical  examination  that  the  bulk  of  work  is  done  by 
the  kidney  with  the  better  cryoscopical  point. 

A  cryscopical  urine  point  of  .02,  as  found  in  our  patient, 
could  be  considered  as  indicating  fairly  good  kidney  function  in 
view  of  the  great  amount  of  fluids  (alkaline  mineral  waters)  that 
the  patient  took  prior  to  examination.  There  are  not  yet  re- 
corded tests  of  metabolism  with  a  view  of  ascertaining  exact  data 
upon  differences  in  cryoscopical  values  for  A  of  each  kidney  (the 
diseased  and  healthy  one)  separately.  Hence  a  dissensus  of 
opinion  still  exists  as  regards  the  border  lines  of  what  we  are  per- 
mitted to  consider  good  or  unsatisfactory  points  for  A  which 
Casper  and  Richter  give  as  varying  1 .2  and  2.3.  So  much  though 
can  be  said  at  present  from  the  vast  experience  of  many  observers 
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that,  under  various  conditions,  values  between  0.9  and  2.8  can  be 
considered  as  indicating  satisfactory  kidney  function. 

Interesting  to  me  were  the  cryoscopical  results  for  A  after 
operation,  which  were  as  follows: 


 0.9 

7th 

14th   "      "  "   

—  0.7 

15th 

17th  "     "  "   

  0.68 

24th 

36th  "     "  "   

 0.86 

39th 

44th  "     "  "   

...  0.86 

56th 

60th  "     "  "   

70th 

80th 

7th  day  after  operation   1.02 

  0.88 

  0.48 

"       "          "    0.83 

"       "          "    1.02 

  1.04 

"       "          "    i-H 


It  is  noteworthy  that  whenever  the  general  condition  of  the 
patient  was  bad,  and  whenever  his  urine  showed  a  large  amount 
of  pus  and  renal  (epithelial)  cells,  also  the  cryscopical  point  was 
higher.  During  the  period  of  alarming  post-operative  symptoms 
above  described,  setting  in  about  two  weeks  after  operation,  the 
cryoscopical  point  went  up  as  high  as  0.48.  It  has  since  then, 
with  slight  variations,  steadily  improved.  Future  observations 
will  have  to  prove  whether  this  coincidence  is  merely  an  accidental 
one,  or  whether  the  decrease  in  excretion  of  firm  molecules  of  the 
urine  is  indicative  of  faulty  kidney  function. 

Equally  important  as  the  comparative  study  of  A  is  that  of 
urea.  When  we  find  such  marked  differences  (right  kidney  urea 
0.001;  left,  urea  0.015)  >n  urea  excretion,  we  can  utilize  the  re- 
sult in  favor  of  the  presumption  that  the  one  side  is  functionating 
by  far  better  than  the  other.  It  goes  without  saying  that  urea 
tests  taken  from  mixed  urine  are,  for  reasons  too  obvious  to  ex- 
plain, a  valueless  procedure. 

I  have  not  obtained  positive  results  from  the  phloridzin  test, 
simply  because  the  phloridzin  was  not  sufficiently  dissolved.  In 
most  instances,  where  negative  results  are  recorded,  this  fact,  in 
my  opinion,  is  responsible  for  the  failure.  Sometimes  the 
phloridzin  solution  is  old  and  therefore  no  reaction  is  obtained, 
but  this  is  the  rarer  source  of  negative  results.  When  I,  some 
time  after  the  operation,  injected  the  patient  with  the  same  solu- 
tion, care  being  taken  that  all  phloridzin  crystals  were  well  dis- 
solved, I  found,  thirty  minutes  after  injection,  1.25  per  cent.; 
sixty  minutes,  1.6  per  cent.,  and  ninety  minutes,  1.0  per  cent,  sugar. 

It  is  true  that  the  left  kidney  could  neither  functionally  nor 
anatomically  (microscopically  granular  casts  and  a  good  amount 
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of  pus  being  found)  be  considered  absolutely  healthy.  In  spite 
of  this,  if  we  do  not  wish  to  let  a  certain  number  of  our  patients 
with  acute  or  chronic  suppurative  kidney  affections  die,  we  will 
have  to  operate,  even  knowing  of  a  moderate  degree  of  functional 
or  anatomical  defects  of  the  remaining  organ.  Contraindications 
to  nephrectomy  will  have  to  be  gradually  removed,  in  view  of  the 
experience  that  patients  can  carry  on  a  fairly  tolerable  existence 
after  removal  of  one  kidney  with  a  moderately  diseased  remain- 
ing organ.  This  case  also  proves  that  removal  of  one  hopelessly 
diseased  kidney  offers  a  good  chance  for  gradual  improvement  of 
the  remaining  one  of  doubtful  health. 


PROSTATIC  ABSCESS. 
By  John  A.  Hawkins,  M.  D.,  Pittsburg. 

Read  before  American  Urological  Association  at  Atlantic  City,  June  io,  1904. 

THE  treatment  of  prostatic  abscess  is  probably  well  under- 
stood by  the  majority  of  those  present,  and  I  shall  take 
but  a  few  minutes  of  your  time  to  briefly  recapitulate  the 
subject  and  call  your  attention  to  what  I  think  the  proper  method 
of  treatment  and  the  best  incision  for  successful  drainage.  It  is 
presupposed  that  we  all  understand  the  anatomy  of  the  prostate, 
and  we  will  only  say  that  the  prostate  lies  just  behind  the  posterior 
layer  of  the  triangular  ligament  or  deep  perineal  fascia,  and  it  is 
tunneled  near  its  upper  third  by  the  urethra. 

In  structure  the  prostate  consists  largely  of  muscular  tissue  in 
which  is  imbedded  the  glandular  substance,  and  all  held  together 
by  connective  tissue  and  enclosed  in  a  thin,  fibrous  capsule.  The 
numerous  glands  empty  into  the  posterior  urethra  and  the  ejacu- 
latory  ducts  pass  obliquely  through  the  prostate. 

Although  all  cases  of  abscess  are  due  to  infection,  in  many 
cases  of  prostatic  abscess  no  point  of  infection  can  be  ascertained. 
Gonorrhea  is  often  a  cause,  and  in  many  of  these  cases  the  abscess, 
usually  unilocular  in  gonorrheal  prostatis,  ruptures  spontaneously 
and  into  the  urethra. 

I  am  decidedly  opposed  to  the  old  and  too  well  disseminated 
idea  that  gonococci  are  pushed  back  into  the  prostate  by  a  germ- 
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killing  injection.  L'rethral  trauma,  whether  produced  by  instru- 
mentation, long  retention  of  urine,  blows,  excessive  venerv,  strain- 
ing at  stool,  or  otherwise  causing  extreme  venous  stasis  with 
minute  rupture,  may  all  be  the  source  of  so-called  idiopathic  ab- 
scess. 

In  most  of  my  own  cases  I  could  arrive  at  no  cause,  and  gonor- 
rheal prostatic  abscess  has  been  rare. 

In  acute  prostatitis  there  is  one  constant  symptom — pain. 
Pain  is  present  in  varying  degrees.  The  temperature  is  irregular; 
in  no  cases  have  I  seen  very  high  temperature,  as  owing  to  the 
anatomy  of  the  organ  absorption  is  not  so  rapid.  A  temperature 
of  1 02  degrees  F.  is  a  pretty  sure  indication  of  pus,  but  I  have 
felt  a  bulging  prostate  in  a  patient  with  temperature  running  from 
100  to  1 01  degrees  F. 

In  the  beginning,  frequent  desire  to  urinate  is  followed  later 
by  retention  and  this  is  seen  in  many  cases  and  is  not  due  alone  to 
obstruction  but  to  spasm.  L  nless  the  abscess  is  small  and  located 
close  to  the  urethra,  swelling  and  subsequent  fluctuation  may  be 
felt  per  rectum. 

Although  my  paper  is  supposed  to  treat  of  abscess  alone,  it  is 
unfair  to  pass  up  the  subject  without  remarking  acute  prostatitis 
in  its  early  stage — before  suppuration. 

If  seen  early,  I  am  sure  all  patients  with  tenesmus,  frequent 
urination,  pain,  or  tenderness,  no  matter  how  trivial,  with  consti- 
pation, should  be  put  to  bed  and  buttocks  elevated.  Light  diet, 
Epsom  and  Rochelle  salts  by  concentrated  enemas,  sitz  baths  and 
hot  enemas  are  all  indicated,  along  with  aconite  or  veratrum 
viride,  to  restrain  heart's  action,  and  atropine  for  spasm.  Cold 
enemas  have  not  been  well  received  by  my  patients. 

Some  patients,  upon  first  examination,  show  large  quantities 
of  pus  in  the  urine,  the  abscess  having  already  evacuated  itself  into 
the  prostatic  urethra.  These  cases  are  frequently  very  trouble- 
some to  treat,  the  pyuria  often  proving  permanent. 

The  majority  of  patients  with  acute  prostatitis  never  reach  the 
stage  of  suppuration,  but  as  soon  as  symptoms  of  pus  occur  or  ex- 
amination shows  bogginess,  then  the  patient's  future  comfort  lies 
in  his  surgeon's  skill  and  judgment. 

In  abscess  of  the  prostate  I  have  found  the  disease  most  com- 
monlv  located  in  the  left  lobe. 
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The  best  place  to  open  the  abscess  is  through  the  ischio-rectal 
fossa  and  not  through  the  perineum,  as  often  recommended.  The 
reason  for  this  is  that  the  external  opening  can  be  made  larger  and 
drainage  more  positively  secured.  At  no  time  should  the  abscess 
be  opened  into  the  rectum,  even  though  the  mucous  membrane 
should  seem  on  the  point  of  rupture.  In  two  of  my  cases,  where 
the  condition  of  great  thinning  had  already  taken  place,  after  free 
incision  through  the  ischio-rectal  fossa  no  rupture  into  the  rectum 
took  place,  while  an  incision  or  rupture  into  the  rectum  is  almost 
sure  to  be  followed  by  blind  internal  fistula. 

As  to  the  size  and  lines  of  the  incision :  I  am  in  the  habit  of 
making  all  abscess  incisions  very  long  and  either  crucial  or  T 
shaped,  to  prevent  the  wound  closing  up  too  early,  after  which  I 
break  up  all  septums  with  my  finger  and  introduce  iodoform  gauze 
very  loosely  into  the  abscess  cavity.  In  my  practice  nothing  gives 
more  satisfaction  as  an  antiseptic  wash  than  a  1-4,000  bichlorid 
solution  and,  if  slow  to  heal,  to  be  followed  by  one  per  cent, 
acetozone  solution.  I  have  no  use  whatever  for  hydrogen  dioxide, 
or  other  oxygenated  solutions  in  this  class  of  cases. 

It  must  be  borne  in  mind  that  these  abscesses  are  nearly  always 
multilocular,  with  the  exception  of  gonorrheal  abscess,  and  great 
care  must  be  exercised  in  breaking  up  the  thin  walls  with  the 
finger.  If  thoroughly  explored  and  all  walls  broken  down  and 
drained  well  through  a  free  incision,  a  complete  cure  can  be 
promised  in  from  three  to  six  weeks. 

These  abscesses  should  be  freely  opened  at  the  first  sign  of 
constitutional  symptoms  and  never  left  to  open  spontaneously  into 
the  rectum  or  urethra.  Nature's  poor  surgery  is  shown  particular- 
ly in  abscess,  and  she  is  no  more  skillful  in  prostatic  abscess  than 
elsewhere. 

I  wish  to  emphasize  my  preference  for  the  incision  through  the 
ischio-rectal  space,  which  gives  free  and  dependent  drainage  with 
less  danger  of  cutting  important  parts.  Also  to  protest  against 
rectal  puncture  at  any  stage  of  the  disease.  Also  to  call  atten- 
tion to  the  fact  that  the  left  lobe  is  most  often  the  seat  of  the 
abscess. 
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By  J.  Leland  Boogher,  St.  Louis,  Missouri. 

HAVING  so  frequently  had  my  attention  directed  to  symp- 
toms which  were  relieved  by  prostatic  treatment,  from 
which  the  patient  had  suffered,  it  occurred  to  me  that  it 
might  be  of  value  to  describe  some  of  the  symptoms  often  men- 
tioned by  the  patient,  which  had  frequently  been  treated  locally 
unnecessarily,  without  their  cause  having  been  discovered. 

Prostatic  disease  is  usually  of  such  insidiously  slow  development 
that  symptoms  arising  in  distant  parts  of  the  anatomy,  are,  I  be- 
lieve, often  supposed  to  be  due  to  other  causes  and  for  this  reason 
the  suffering  is  allowed  to  go  on  unrelieved,  when,  should  the 
cause  of  the  disturbance  be  discovered,  the  pains  could  be  cured 
by  direct  treatment  of  the  prostate  gland. 

In  the  mushy  prostatic  condition,  the  symptom  complained 
of  most  frequently,  is  the  discharge  at  the  meatus  known  as  the 
gleet,  and  in  this  condition  the  anterior  urethra  can  be  treated  until 
both  the  patient  and  physician  are  tired  of  the  effort  and  no  result 
accomplished,  but  treatment  of  the  prostate  will  speedily  produce 
relief.  The  heat  and  tenderness  and  often  constant  pain  in  the 
perineum  are  the  results  of  prostatic  disease  and  are  associated 
with  mushy  infection  of  the  prostate.  Frequency  of  urination  is 
often  associated  with  this  condition  and  pain  in  the  lumbar  region, 
most  severe  on  arising  in  the  morning,  is  a  very  frequent  com- 
plaint. In  these  mushy  conditions  of  the  prostate,  the  result  of 
infection,  there  is  sometimes  a  general  malaise  and  low  fever  and 
a  nervousness  of  more  or  less  severity  and  a  tired  feeling  which  a 
night's  rest  does  not  seem  to  relieve.  Often  in  this  condition  the 
patient  is  directed  to  the  necessity  of  a  physician's  care  by  the 
milky  or  cloudy  condition  of  the  urine,  which  he  considers  to  in- 
dicate diseased  kidneys.  This  is  more  marked  after  a  horseback 
ride  or  an  unusual  indulgence  in  alcohol  or  venery  or  physical  ex- 
ercise of  any  kind.  In  these  conditions  spermatorrhea  is  often  com- 
plained of  and  is  at  times  copious  during  or  after  a  passage  from 
the  bowels  and  is  sometimes  accompanied  with  blood.  Seminal 
emissions,  frequency  of  erections,  early  ejaculations  or  pain  on 
emission  may  be  due  to  the  prostatic  disease.  When  the  above- 
mentioned  symptoms  are  complained  of,  it  is  always  advisable  to 
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examine  the  prostate  and  its  secretions  notwithstanding  the  decla- 
ration frequently  made  by  the  patient  that  he  has  never  suffered 
from  a  genito-urinary  disease. 

The  symptoms  I  have  mentioned  are  most  often  the  result  of 
mushy  prostatic  conditions,  the  result  of  infections,  but  may  oc- 
casionally accompany  a  nodular  or  fibrous  prostate,  but  as  a  rule 
the  symptoms  complained  of  in  nodular  or  fibrous  conditions  are 
in  more  distant  parts  of  the  body  and  the  cause  of  complaint  is  not 
so  suggestive  to  the  physician.  I  have  frequently  examined  the 
prostate  where  the  symptomology  indicated  a  mental  or  nervous 
disease  and  found  a  pathological  prostatic  condition,  which  under 
treatment  was  relieved  and  all  mental  and  neurological  symptoms 
disappeared.  These  cases  have  frequently  been  referred  to  me  by 
the  neurologist  when  the  patient  supposed  his  genito-urinary 
organs  were  in  normal  condition. 

In  the  nodular  or  fibrous  conditions  the  mental  stamina  and 
force  of  will  is  sometimes  greatly  impaired  and  lack  of  energy,  so 
noticeable  in  these  cases,  is  of  considerable  moment,  especially 
where  work  and  hustle  are  necessary  in  a  man's  life.  This  is  most 
frequently  complained  of  at  about  the  age  of  forty-five,  when  one 
should  still  be  passing  the  upward  milestones  in  life.  The  active 
business  man  when  in  this  condition  feels  that  he  can  no  longer 
exert  the  push  and  energy  necessary  in  his  avocation;  the  man  of 
large  affairs  after  a  few  hours  of  work  finds  that  he  is  mentally 
exhausted,  and  those  engaged  in  active  business  or  athletic  exer- 
cise can  no  longer  continue  at  the  previous  pace,  and  the  symptoms 
are  seldom  referable  to  a  prostatic  condition,  the  cause  of  which 
has  long  since  been  forgotten.  Slight  cares,  once  easily  thrown 
aside,  are  very  irritating  and  the  disposition  is  more  or  less  effected 
by  a  deranged  prostate.  One  symptom  that  I  consider  of  great 
importance  is  the  ocular  symptom  so  frequently  complained  of, 
which  was  first  called  to  my  attention  by  Mr.  Reilly,  of  St.  Louis, 
an  optician,  who  has  frequently  referred  patients  to  me  for  pro- 
static treatment  when  the  only  symptom  complained  of  was  pain 
in  the  eyes  accompanied  by  water  and  the  patient's  desire  for 
glasses  to  assist  the  sight.  Prostatic  conditions  cause  an  irritation 
and  consequent  contraction  of  the  sphincter  muscles  of  the  urethra 
and  rectum,  disturbing  the  equilibrium  of  the  sphincter  sympa- 
thetic centres  and  a  consequent  contraction  of  the  sphincter  muscles 
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of  the  eye  which  produce  an  irritation  and  resulting  irregular 
accommodation  and  apparent  astigmatism,  at  times  to  the  extent 
of  150  dioptres,  but  usually  from  050  D.  to  075  D.  cyl.  In  all 
cases  the  cylinder  will  improve  the  vision,  but  the  patient  can  see 
as  well  at  any  axis  varying  from  20  degrees  to  30  degrees. 

It  might  be  of  some  interest  to  mention  a  few  cases  showing 
the  variety  in  results  that  have  been  obtained  by  the  same  oculist 
examining  the  same  case  at  various  times.  Mr.  V.  G.,  35  years 
of  age,  of  St.  Louis,  applied  to  Dr.  E.,  a  well-known  ophthal- 
mologist, complaining  of  a  sandy  feeling  in  the  eyes  and  a  constant 
discharge  of  water  and  severe  pain  in  outer  canthus  of  left  eye. 
Dr.  E.  prescribed  glasses  as  follows:  Right  eye,  plus  one-half 
dioptre  cylinder,  axis  90,  combined  with  one-half  degree  cylinder, 
base  in ;  left  eye,  plus  one-half  dioptre  cylinder,  axis  90,  combined 
with  one-half  degree  prism,  base  in. 

At  the  end  of  4  months,  the  patient  having  received  no  benefit 
from  the  use  of  the  above  glasses,  appealed  to  another  well-known 
ophthalmologist  who  prescribed  as  follows — please  note  that  in 
these  glasses  the  cylinder  to  correct  the  supposed  astigmatism  was 
omitted:  Right  eye,  one-half  degree  prism,  base  in;  left  eye, 
one-half  degree  prism,  base  in.  The  cylinder  was  left  off,  show- 
ing that  signs  of  astigmatism  had  disappeared,  as  this  condition 
varies  during  patient's  trouble. 

At  the  end  of  three  months'  use  of  the  second  pair  of  glasses, 
without  relief,  he  was  referred  to  me  for  prostatic  examination.  I 
found  in  examination  of  his  prostate  that  it  was  nodular  in 
character  about  the  size  of  a  lemon,  and  on  examination  of  the 
prostatic  secretions  contained  a  mixed  infection.  The  patient  had 
suffered  from  several  attacks  of  gonorrhea,  but  for  the  past  three 
years  had  not  found  it  necessary  to  pay  much  attention  to  his 
genito-urinary  organs.  He  had  also  noticed  that  his  energy  was 
greatly  lacking  and  that  after  copulation  he  suffered  with  great 
pain  and  tenderness  in  the  perineum,  and  that  for  the  next  two  or 
three  days  his  eyes  seemed  to  be  very  much  worse.  A  short  time 
after  his  treatment  of  his  prostate  he  dispensed  with  his  glasses 
and  has  not  used  them  for  the  past  four  years.  Mr.  W.  H.  W., 
age  48,  se.  Missouri,  had  consulted  several  oculists  for  relief 
of  blurred  vision,  discharge  of  water  from  the  eyes  and  constant 
pain  and  irritation  in  outer  canthus  of  left  eye.    He  was  referred 
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to  me  by  an  optician  from  whom  I  heard  that  he  had  had  the 
following  prescriptions  filled: 

Dis.  vision  required  plus  150  S. 

Read  required  on  plus  400  S. 

His  corrected  formula  was  for  the  right  eye,  plus  150  S.  com- 
bined with  one-half  dioptre  cylinder,  axis  95  degrees;  left  eye, 
plus  150,  combined  with  one-half  dioptre  cylinder,  axis  130,  vision 
20-20. 

It  was  found  by  the  optician  on  revolving  cylinder  that  patient 
could  see  with  cylinder  at  an  axis  of  from  95  degrees  to  130  degrees 
in  the  right  eye  and  from  130  degrees  to  150  degrees  in  the  left 
eye.  After  the  optician  had  questioned  the  patient  he  found  that 
he  had  suffered  from  genito-urinary  troubles  and  was  referred  to 
me  for  treatment.  Six  weeks  after  treatment  the  optician  examined 
patient's  eyes  and  found  that  all  evidence  of  astigmatism  had  dis- 
appeared and  all  irritation  of  the  eyes  had  been  relieved.  On  an 
examination  of  the  above  patient  I  found  an  enlarged  fibrous  con- 
dition present  which  yielded  but  very  slight  secretions,  which  upon 
examination  disclosed  no  germ  life.  On  questioning  him  I  found 
that  he  frequently  experienced  pain  on  urination.  Copulation 
had  ceased  to  be  a  pleasure  and  was  exceedingly  difficult  of  ac- 
complishment and  then  only  at  very  rare  intervals.  He  frequently 
found  it  impossible  to  attend  to  his  desk  work  longer  than  an  hour 
or  two  at  a  time  and  then  with  great  exertion.  He  had  also  noticed 
that  his  memory  was  failing  him.  I  had  the  pleasure  of  a  call 
from  this  gentleman  a  few  months  after  I  had  discharged  him  as 
cured  and  he  said  he  felt  in  every  way  like  a  new  man. 

I  have  so  many  of  these  cases  that  time  nor  space  would  not 
permit  me  to  enumerate  them  further,  and  as  there  is  great  simi- 
larity in  all  these  cases  it  is  not  necessary  to  do  so. 

I  have  brought  this  subject  before  this  association  because  I 
believe  that  some  of  the  symptoms  I  have  enumerated  have  not 
been  generally  recognized  as  being  the  result  of  prostatic  diseases 
and  hope  the  suggestions  I  have  made  will  be  of  some  use  to  my 
brother  practitioners. 
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By  T.  M.  Reade,  M.  D.,  Springfield,  Ohio. 

THE  involuntary  escape  of  urine  from  the  bladder  from 
whatever  cause  is  sufficient  to  constitute  what  in  general 
terms  is  known  as  urinary  incontinence.  This  affection  is 
not  a  disease  in  itself  but  rather  a  symptom  connected  with  various 
physiological  and  pathological  conditions.  In  the  study  of  the 
subject  we  shall  do  well  to  bear  in  mind  that  we  are  not  investi- 
gating a  disease  in  the  usual  manner  by  determining  the  etiology, 
clinical  history,  pathological  character,  and  the  predisposing  and 
exciting  causes,  and  other  characteristics  which  would  isolate  and 
identify  this  disorder  as  a  separate  and  distinct  malady,  but 
rather  to  study  it  as  a  clinical  symptom  of  great  value  connected 
with  many  diseases  and  dependent  upon  them  for  its  existence. 

Incontinence  has  been  divided  into  true  and  false,  though  on 
this  point  there  exists  much  confusion.  Authorities  materially 
differ  on  the  possibility  of  establishing  a  line  of  demarcation 
which  would  create  two  distinct  forms  of  incontinence,  and  some 
even  go  further  and  deny  the  utility  of  such  a  division  of  the  sub- 
ject. The  masterly  manner  in  which  Guyon  elucidates  this  sub- 
ject will  commend  itself  to  all  who  seek  a  clear  and  exhaustive 
investigation.  According  to  this  eminent  authority  a  patient  suf- 
fering from  true  incontinence  will  not  feel  the  need  of  urinating. 
He  will  make  no  effort  to  resist  it  and  will  experience  no  sensation 
whatever  except  that  he  is  wret.  Examples  of  this  form  are  most 
frequently  found  in  the  different  forms  of  paralysis,  as  well  as  in 
the  unconscious  and  involuntary  micturition  of  infancy  and  child- 
hood. On  the  other  hand,  those  suffering  from  false  incontinence 
are  aware  of  every  passage  of  urine,  and  although  they  cannot 
exercise  any  control  whatever  over  the  sudden  and  imperative  de- 
mand of  the  bladder  to  evacuate  its  contents,  yet  they  have  been 
warned  and  feel  only  too  keenly  the  muscular  contractions  of  the 
bladder  walls  and  the  sphincter  vesicae.  Instances  of  this  form 
are  observed  in  acute  cystitis  as  well  as  in  advanced  forms  of  tuber- 
culosis of  the  bladder.  The  term  enuresis  is  used  by  Ultzman,  of 
Vienna,  to  denote  one  of  the  motor  neuroses  of  the  urinary  ap- 
paratus and  corresponds  mainly  with  true  incontinence  and  ex- 
cludes "all  those  conditions  which  are  associated  with  increased 
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desire  to  urinate  and  with  affections  of  the  urinary  apparatus  in 
general." 

Guyon  attaches  great  importance  to  the  study  of  this  affection, 
and  presents  the  following  table  in  which  its  various  subdivisions 
are  set  forth : 


True 


Incontinence 


(  Without  materia"! 
lesions  of  the 
urinary  organs 


With  material 
lesions  of  the 
^urinary  organs 


Without  retention 
of  urine 


Incontinence  by 
nervous  lesion 

Incontinence  in 
nervous  affections 

Incontinence  of 
childhood 

Mechanical 
incontinence 

Tubercular 
incontinence 

Traumatic 
incontinence 

Incontinence  by 
insufficiency  of 
the  urethra 


With  retention 
of  urine 


False 


I 

'  Incontinence 
caused  by 
stricture 

Incontinence 
of  prostatics 

\  Only  considered  for 
diagnostic  purposes 

Incontinence  without  material  lesions  of  the  urinary  organs : 
This  variety  is  generally  found  in  subjects  who  suffer  from  dis- 
eases of  the  nervous  system,  such  as  hemi-plegia  paraplegia,  some- 
times, though  rarely,  ataxy  and  serious  cases  of  fever.  In  these 
conditions  we  generally  find  incontinence  with  a  continuous  flow 
of  urine  drop  by  drop.  This  is  an  instance  in  which  this  disorder 
shows  itself  as  a  symptom  of  retention  with  engorgement.  The 
curative  treatment,  of  course,  depends  upon  the  cause  and  efforts 
at  its  removal,  while  for  the  palliative  treatment,  we  must  have  re- 
course to  evacuating  catheterism,  frequently  repeated,  for  the 
amelioration  of  this  distressing  symptom. 
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Incontinence  in  nervous  affections :  Examples  of  this  class  oc- 
cur in  the  more  severe  forms  of  nervous  disease,  such  as  hysteria, 
epilepsy,  and  certain  forms  of  neurasthenia.  The  incontinence  of 
epileptics  presents  special  interest  on  account  of  the  famous  aphor- 
ism of  Trousseau,  which  declared  that  "  every  adult  showing  no 
marks  of  vesical  or  ureteral  lesion  who  wets  his  bed  at  night  is  an 
epileptic."  Incontinence  of  this  character  is  stubborn  and  persist- 
ent, depending  as  it  does  on  the  nervous  affection,  and  for  that  spe- 
cial reason  is  beyond  the  resources  of  medicine. 

Incontinence  in  hysterical  persons  is  quite  exceptional.  The 
attack,  as  a  rule,  does  not  bring  it  about  except  in  cases  wherein 
the  intensity  of  the  convulsive  action  leads  to  coma. 

Incontinence  in  children  must  be  classed  among  the  nervous 
affections,  as  it  is  functional  in  character  and  exists  without  ma- 
terial lesion  of  the  urinary  apparatus.  This  affection  does  not 
always  begin  in  infancy,  but  more  frequently  between  the  fourth 
and  fifth  year.  The  little  patient,  on  a  certain  morning,  is  found 
to  have  wet  the  bed,  and  the  habit,  having  been  once  started,  gen- 
erally continues  with  more  or  less  regularity  until  puberty,  when 
it  is  likely  to  yield  to  medical  treatment  or  spontaneously  dis- 
appear. In  exceptional  cases  the  affection  may  be  prolonged 
during  adolesence  and  even  to  the  nineteenth  and  twentieth  year. 
Incontinence  in  children  is  above  all  nocturnal.  They  wet  them- 
selves without  knowing  it  in  the  profound  unconsciousness  of 
sleep  peculiar  to  childhood.  It  may  also  be  diurnal,  occurring 
during  play  or  work,  or  be  caused  by  excitement,  nervous  shock, 
or  fright.  In  the  etiology  of  these  cases  heredity  plays  a  very  im- 
portant role.  The  greatest  care  should  be  exercised  in  examining 
the  urine  and  in  exploring  the  urinary  passages  and  their  environ- 
ments. Careful  search  must  be  made  for  calculi  and  for  the  ex- 
istence of  cystitis,  epilepsy  and  tuberculosis. 

Trousseau  and  Desault  have  thrown  a  flood  of  light  on  the 
pathogenesis  of  this  affection  in  children.  They  class  it  among 
the  neuroses  and  have  demonstrated  its  existence  to  be  in  the  main 
connected  with  excessive  irritability  and  tonicity  of  the  muscular 
fibres  of  the  bladder.  Those  eminent  authorities  founded  on  a 
logical  basis  a  rational  therapy  based  upon  the  antispasmodic 
properties  of  belladonna,  which  they  administered,  beginning  with 
small  doses  and  increasing  until  the  physiological  effect  was  ob- 
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tained.  Civiale  recommended  evacuating  catheterism,  oft  re- 
peated, on  the  theory  that  the  abnormal  condition  depended  upon 
engorgement.  Guyon  commends  the  use  of  belladonna  and 
strychnine,  but  disproves  of  catheterism  as  unsuitable  on  ac- 
count of  the  age  and  nervous  excitability  of  the  little  patient.  He 
introduces  a  system  of  electrical  treatment  by  which  a  mild  cur- 
rent is  passed  through  the  membranous  portion  of  the  urethra 
and  the  sphincter  vesicas.  By  this  method  he  obtains  good  and 
permanent  results. 

Under  the  denomination  of  incontinence  with  material  lesions 
of  the  urinary  passages  and  without  retention  of  urine,  we  have 
the  so-called  mechanical  incontinence,  examples  of  which  are  renal 
calculi  and  foreign  bodies  in  the  bladder  and  urethra.  The  diag- 
nosis of  these  conditions  has  been  greatly  facilitated  in  modern 
times  by  the  electrical  illumination  of  the  bladder  and  urethra, 
the  treatment  being  in  the  first  instance  the  choice  of  operation 
between  lithotrity  and  lithotomy,  and  in  the  latter  by  the  ex- 
traction of  the  foreign  body  by  urethral  or  vesical  forceps. 

Of  the  incontinence  due  to  tuberculosis  of  the  bladder,  it  can 
only  be  said  that  treatment  directed  to  the  general  condition  can 
alone  be  effective,  local  means  affording  only  temporary  relief. 

Incontinence ,  with  lesions  of  the  urinary  passages  and  reten- 
tion of  urine :  To  this  class  belong  all  conditions  in  which  ob- 
struction exists.  Stagnation  follows  as  a  direct  result.  Stricture 
of  the  urethra  and  hypertrophy  of  the  prostate  are  the  commonest 
examples.  In  stricture  we  find  retention  with  incontinence  mostly 
diurnal.  In  prostatic  hypertrophy  we  find  the  same  condition  ag- 
gravated and  principally  nocturnal.  The  diagnosis  and  treatment 
of  stricture  of  the  urethra  are  too  familiar  to  be  repeated.  Hyper- 
trophy of  the  prostate  in  men  of  advanced  age  is  a  subject  of  vast 
importance  which  the  limited  time  at  our  disposal  will  only  permit 
us  to  mention. 

In  conclusion,  I  beg  leave  to  report  two  cases  of  incontinence 
in  young  men  by  which  I  hope  to  practically  illustrate  at  least  one 
phase  of  this  important  subject  which  is  frequently  overlooked. 

Case  I  :  George  P.,  aet.  19,  bookkeeper,  well  developed  and 
nourished,  weight  130  pounds,  height  5  feet  7  inches.  Came  for 
consultation,  accompanied  by  his  mother,  October  12,  1903.  Has 
never  been  sick  except  with  measles.  Is  refined  and  gentle  in  man- 
ners and  appearance.    Mother  very  excitable  and  nervous.  From 
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the  age  of  6  years  he  has  periodically  urinated  at  night,  the  act 
heing  unconscious  and  involuntary.  Mas  had  various  methods  of 
treatment  during  this  time  but  with  little  success,  the  habit  con- 
stantly recurring  and  persisting.  Careful  chemical  and  micro- 
scopic examination  of  the  urine  revealed  nothing  abnormal.  On 
examining  the  urethra  I  found  stenosis  of  the  meatus.  1  his 
aperture  was  reduced  to  a  small  hole  surrounded  by  cicatricial  tis- 
sue which  would  only  admit  the  passage  of  a  No.  8  soft  French 
bougie.  Micturition  was  neither  painful  nor  difficult,  but  it  was 
prolonged  and  incomplete.  Meatotomy  was  performed  the  fol- 
lowing day,  resulting  in  cessation  of  the  disorder.  It  returned, 
however,  and  on  the  eighth  day  after  the  meatotomy  the  patient 
presented  himself,  complaining  of  a  recurrence  with  the  usual  noc- 
turnal incontinence.  The  application  of  a  No.  20  steel  sound, 
repeated  once  a  week  for  four  weeks,  resulted  in  a  complete  cure. 

Case  II:  Charles  M.,  a?t.  18,  occupation  farmer,  height  5 
feet  11  inches,  weight  135  pounds,  of  athletic  proportions,  active, 
strong  and  vigorous.  Came  for  consultation  August  15,  1903. 
This  young  man's  mother  stated  that  since  he  was  6  years  old  he 
habitually  wet  the  bed  at  night.  Various  methods  of  treatment 
had  been  employed  but  with  little  or  no  success.  Two  of  the  many 
medical  attendants  advised  whipping  as  a  therapeutic  agent.  This 
suggestion  was  never  enforced  on  account  of  the  strength  and 
physical  prowess  of  the  patient.  A  careful  examination  revealed  a 
perfect  physical  condition.  All  organs  in  a  normal  condition, 
nothing  but  phimosis  of  a  pronounced  character  with  arrested  de- 
velopment of  the  genital  organs.  Circumcision  was  performed 
and  the  disorder  ceased  at  once. 

In  summing  up  let  us  consider  for  a  moment  what  can  be  done 
towards  means  of  prevention.  Since  incontinence  of  urine  de- 
pends, in  the  majority  of  cases,  upon  antecedent  retention,  it  is 
necessary  that  freedom  in  the  performance  of  the  function  of  mic- 
turition should  be  at  all  times  maintained.  The  following  con- 
clusions are  suggested: 

1.  The  free  action  of  children  at  school  to  perform  the  act 
of  micturition  without  hindrance  or  hesitation. 

2.  The  introduction  and  maintenance  of  public  urinals  in 
cities  and  towns. 

3.  Public  instruction  relative  to  the  physiology  and  hygiene  of 
the  urinary  organs. 


THE  TECHNIQUE  OF  CYSTOSCOPY  AND  URETERAL 
CATHETERIZATION. 


By  L.  W.  Bremerman,  A.  B.,  M.  D. 
Member  American  Urological  Association. 
YSTOSCOPY  and  catheterization  of  the  ureters  is  so  im 


portant  that  it  is  considered  almost  as  a  separate  branch 


of  urology,  and  it  is  employed  among  urologists  to  such  an 
extent  that  a  few  words  relative  to  the  technique  of  the  procedure 
would  not  be  out  of  place. 

The  cystoscope  enables  us  to  diagnosticate  accurately,  and  treat 
locally,  diseases  of  the  bladder;  also,  by  the  use  of  ureteral  cathe- 
ters to  collect  the  urine  from  the  separate  kidneys,  thus  recogni- 
zing and  localizing  pathological  conditions  and  allowing  treat- 
ment to  be  made  directly  to  the  pelvis  of  the  kidney. 

The  process  of  bladder  examination  and  of  ureteral  catheter- 
ization is  difficult,  and  should  be  left  to  the  expert  whose  skill  has 
been  attained  by  handling  a  large  number  of  cases,  owing  to  the 
fact  that  numerous  complications  and  untoward  conditions  may 
arise  through  poor  technique  and  carelessness. 

The  preparation  of  the  instrument  consists  in  immersing  it  for 
5  minutes  in  a  2  per  cent,  solution  of  formalin,  to  which  alcohol 
has  been  added  in  the  proportion  of  i-io  of  the  formalin. 

The  ureteral  catheters  are  kept  permanently,  when  not  in  use, 
in  formaldehyde  gas. 

The  Caspar  catheter,  30  inches  in  length,  with  blunt  point 
from  3  to  6  French  in  size,  is  the  best  catheter  to  use.  Thirty 
inches  is  none  too  long,  as  ordinarily  the  ureters  are  from  14  to 
16  inches  in  length,  the  cystoscope  takes  up  about  9  inches,  thus 
only  4  or  5  inches  extends  beyond  the  meatus,  for  the  purpose  of 
collecting  the  urine  after  the  instrument  has  been  withdrawn. 

It  is  well  to  have  catheters  of  two  different  colors,  which  great- 
ly facilitates  in  differentiating  which  drains  the  right  and  which 
the  left  kidney. 

The  essentials  necessary  for  the  performance  of  cystoscopy 


A  meatus  and  urethra  large  enough  to  admit  the  instrument. 


are : 
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A  bladder  that  is  not  too  contracted,  to  hold  at  least  6  ounces 
of  fluid. 

The  absence  of  any  lesion  along  the  uro-genital  tract  which 
will  render  the  fluid  too  cloudy  from  pus  or  blood  to  allow  of  ex- 
amination. 

A  bladder  or  urethra  not  too  irritable,  although  this  last  may 
be  overcome  by  injecting  a  two  per  cent,  solution  of  cocaine — it 
is  rarely  ever  necessary  to  resort  to  the  use  of  a  local  anesthetic. 

The  patient  is  placed  upon  the  table  in  the  lithotomy  position, 
with  the  hips  slightly  elevated,  to  prevent  the  fluid  from  running 
out  alongside  the  instrument  and  catheters. 

The  meatus  and  glans  penis  are  washed  with  a  solution  of  bi- 
chloride of  mercury  1-1,000.  The  bladder  irrigated  with  a  solution 
of  formalin  1-4,000,  by  means  of  a  soft  rubber  catheter,  until  the 
outflow  is  perfectly  clear.  Then  eight  ounces  or  more,  if  the  patient 
can  retain  it,  is  left  in  the  bladder  and  the  catheter  withdrawn. 

By  using  the  F.  Tilden  Brown  cystoscope,  made  by  the  Wap- 
pler  Company,  the  bladder  can  be  filled  directly  through  the  in- 
strument after  it  is  in  place.  This  is  an  advantage  because  the 
passage  of  too  many  instruments  into  the  urethra  is  apt  to  pro- 
duce an  irritation  and  exaggerate  the  chances  of  infection.  The 
temperature  of  the  fluid  left  in  the  bladder  should  be  less  than  that 
of  the  urine  for  two  purposes;  first,  it  allows  a  longer  examination, 
and  secondly,  the  warmer  urine  pouring  from  the  ureters  into  a 
cooler  medium  causes  distinct  whirls  of  little  vibrating  waves,  thus 
allowing  the  ureteral  orifice  to  be  more  readily  discerned. 

The  patient  having  been  prepared,  the  instrument  thoroughly 
sterilized,  the  hands  and  arms  of  the  operator  rendered  aseptic  by 
any  of  the  ordinary  methods,  the  clothes  covered  with  a  sterile 
gown,  we  are  ready  for  our  examination. 

The  cystoscope  is  taken  from  the  formalin  solution,  washed 
in  sterile  water,  as  the  formalin  would  irritate  the  urethra,  then 
connected  with  battery  or  street  current,  controlled  by  a  rheostat, 
and  the  current  gradually  turned  on  until  the  lamp  burns  with  a 
white  light;  it  is  then  disconnected,  lubricated  with  glycerine,  boro- 
glycerine,  luberaseptic,  luberchondrin,  or  luberin  and  is  passed  into 
the  canal  much  the  same  as  the  ordinary  metal  sound,  but  owing 
to  the  short  beak  the  outer  end  must  be  carried  well  downward, 
allowing  the  beak  to  slip  through  the  prostatic  portion  of  the  canal 
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and  into  the  bladder.  The  current  is  again  turned  on,  the  lamp 
burns  brightly  within  the  transparent  fluid,  lighting  up  the  blad- 
der; then  by  looking  through  the  telescope  the  bladder  walls  may 
be  clearly  seen. 

If  the  telescope  is  fitted  with  a  prismatic  lens  such  as  the  Bier- 
hoff,  Nitze-Albarran,  etc.,  the  catheter  carrying  tubes  are  made  as 
a  part  of  the  instrument,  and  are  not  detachable;  necessarily, 
therefore,  the  catheters  should  be  inserted  in  the  tubes  before  it 
is  passed  into  the  bladder.  Precaution  should  be  taken  to  pass 
the  catheters  well  through  the  instrument,  so  that  several  inches 
protrude  beyond  the  end,  for  the  purpose  of  re-sterilizing  by  dip- 
ping them  into  formalin  and  alcoholic  solution  already  mentioned. 

On  the  other  hand,  if  the  F.  Tilden  Brown  instrument  is  used, 
the  telescope  and  catheter  carrying  tubes  are  constructed  in  one 
piece  and  the  lamp  carrying  portion  in  another.  A  canula  fits  in 
the  place  for  the  telescope  and  is  removed  after  the  instrument 
is  in  position,  thus  allowing  the  bladder  to  be  irrigated  and  filled 
directly  through  the  instrument;  then  the  telescope  and  catheter 
carrying  portion  is  inserted,  the  current  turned  on,  and  the  in- 
strument is  ready  for  use.  In  the  experience  of  the  writer  the 
Brown  cystoscope  is  the  least  complex,  and  the  easiest  to  handle, 
and  with  it  he  has  successfully  catheterized  a  large  number  of 
cases.  The  catheters  after  being  washed  in  sterile  water  should 
be  carefully  examined  to  guard  against  cracks  and  rough  places 
on  their  surface,  thus  overcoming  the  danger  of  trauma  to  the 
ureters.  With  the  use  of  a  small  syringe  the  catheters  should  be 
washed  through  so  as  to  prevent  them  from  becoming  plugged. 

The  instrument  in  place,  it  may  be  freely  moved  backward 
and  forward,  rotated,  lowered  or  raised  and  inclined  to  either  side. 
If  the  cystoscope  is  fitted  with  a  prismatic  lens,  the  telescope  is 
turned  to  face  the  floor  of  the  bladder,  then  gradually  rotated  ex- 
amining one  side  of  the  bladder,  when  the  fundus  is  reached  the  re- 
verse procedure  is  carried  on  examining  the  opposite  side.  By  pul- 
ling the  instrument  slowly  out  the  trigone  makes  its  appearance  in 
the  field  of  vision  as  a  dark  red  area.  Inflammatory  conditions  show 
the  trigone  velvety  and  nodular;  the  normal  bladder  wall  appears 
salmon  colored,  intersected  by  vessels  and  interrupted  by  folds  of 
mucous  membrane.  Ruga?  and  large  trabecular  portray  a  chronic 
inflammatory  condition. 
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It  must  not  be  forgotten  that  through  the  prismatic  lens  the 
telescopic  picture  is  inverted — often  giving  rise  to  error  in  ex- 
actly locating  points  on  the  bladder  wall. 

In  rotating  the  instrument  from  the  floor  towards  the  fundus 
the  ureteral  openings  should  be  seen  as  either  little  slits  or  slight 
papular  prominences;  again,  they  cannot  be  readily  seen  until  they 
emit  a  little  spurt  of  urine  which  causes  the  whirls  already  men- 
tioned. If  the  ureters  are  clearly  marked  and  situated  in  the  nor- 
mal position,  they  may  be  readily  catheterized,  the  screw  attach- 
ment on  the  side  of  scope  acting  on  a  pivot  depresses  or  elevates  the 
end  of  the  catheter  to  bring  its  point  into  apposition  with  the 
orifice  of  the  ureter.  It  can  then  be  passed  gently  forward  into  the 
ureter,  and  thence  into  the  pelvis  of  the  kidney.  To  reach  the 
pelvis,  the  catheter  should  be  pushed  about  sixteen  times,  covering 
about  an  inch  at  a  time;  a  slight  bend  of  the  catheter  in  the  bladder 
shows  that  the  end  has  reached  the  pelvis.  On  removal  of  the 
instrument  care  should  be  taken  that  the  pivot  is  lowered  into  posi- 
tion;  the  arrow  on  the  screw  should  be  parallel  with  the  long  axis 
of  the  instrument.  Great  damage  was  done  in  one  case  seen  by 
the  author  when  this  precaution  was  not  attended  to;  the  current 
should  be  disconnected  before  removing  the  instrument. 

If  the  direct  view  telescope  is  used,  the  instrument  should  be 
withdrawn  until  the  red  area  or  trigone  makes  its  appearance;  then 
the  outer  end  is  carried  to  one  side  and  slightly  raised,  with  a  side 
to  side  motion  the  border  of  the  trigone  is  examined.  The 
ureters  are  seen  sometimes  in  the  red  area,  sometimes  in  the  salmon- 
colored  portion,  and  again  just  at  the  junction  of  the  two — when 
the  openings  are  seen  the  catheters  are  gently  pushed  into  them 
and  carefully  carried  upward  to  the  pelvis. 

The  Brown  instrument  can  readily  be  removed,  leaving  the 
catheters  in  place.  This  is  accomplished  by  coiling  a  small  portion 
of  the  catheter  in  the  bladder,  then  raising  the  instrument  slightly, 
drawing  the  telescope  out  until  the  catheters  are  caught  between 
the  end  of  the  instrument  and  the  sphincter  of  the  bladder;  the 
telescope  is  withdrawn  and  the  catheters  will  freely  slip  through  it. 
The  balance  of  the  instrument  is  then  removed,  the  catheters  are 
prevented  from  dragging  by  pressing  them  against  the  underside 
of  the  pelvic  bone  with  the  finger  in  the  perineum.  With  the 
other  instrument  the  catheters  will  drag  unless  they  are  at  least 
thirty-six  inches  long  and  are  well  coiled  in  the  bladder. 
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The  ends  of  the  catheters  are  placed  into  test  tubes,  which  have 
been  boiled  to  render  them  sterile,  otherwise  the  collected  urine 
soon  becomes  filled  with  bacteria.  If  different  colored  catheters 
are  used,  it  can  be  readily  seen  which  drains  the  left  kidney  and 
which  the  right.  About  four  c.c.  of  urine  is  sufficient  for  examina- 
tion. Occasionally  the  urine  does  not  drain,  caused  frequently  by 
the  catheter  being  inserted  too  far  into  the  pelvis,  allowing  it  to 
bend  and  kink,  also  by  an  air  bubble  getting  into  the  catheter. 
If  the  patient  coughs  it  will  usually  start  the  flow,  if  due  to  the 
latter  cause.  If  the  flow  does  not  start  upon  coughing,  then  gradu- 
ally draw  the  catheter  down,  then  if  it  refuses  to  run,  draw  the 
catheter  out  very  carefully,  because  it  has  remained  kinked  and 
will  be  withdrawn  doubled  upon  itself.  This  has  happened  several 
times  to  the  author. 

Before  the  catheters  are  withdrawn,  the  pelvis  should  be  in- 
jected with  about  2  c.c.  of  a  1-2  of  1  per  cent,  solution  of  pro- 
targol,  argyrol  5  per  cent.,  nargol  5  per  cent,  picratol  1-4  of  1 
per  cent.,  or  thoroughly  irrigated  with  a  solution  of  silver  nitrate 
1-8,000,  made  with  saturated  boric  acid  solution.  This  is  done 
to  prevent  renal  colic  and  chill  and  avert  infection.  The  injection 
is  continued  as  the  catheters  are  withdrawn,  allowing  the  solution 
to  come  into  contact  with  the  entire  length  of  the  ureters. 

Frequently,  owing  to  small  folds  or  pockets  in  the  lining  mem- 
brane of  the  ureters,  the  catheters  will  catch  and  cannot  be  in- 
serted further  unless  they  are  withdrawn  a  short  distance  and 
pushed  in  again  with  a  slight  twisting  motion.  True  stricture  of 
the  uterers  is  rare  and  when  it  does  occur  can  usually  be  dilated 
with  the  ureteral  bougie. 

After  the  patient  has  emptied  the  bladder,  he  is  irrigated  with 
a  solution  of  1-5,000  silver  by  the  Janet  method.  If  the  bladder 
is  burned  by  the  lamp  coming  into  contact  with  it,  which  some- 
times occurs,  no  matter  what  precaution  is  taken,  an  irrigation  of 
formalin  1-2,000  is  preferable. 

A  cystoscopic  examination  should  not  be  performed  more  often 
than  twice  a  week.  If  any  untoward  conditions  arise,  as  hemor- 
rhage or  an  acute  inflammation  of  the  bladder,  then  wait  at  least 
two  weeks  before  making  another  examination.  Precaution 
should  be  taken  against  injury  to  ureters  by  gentleness  in  passing 
catheters  and  care  in  removing  them.  Rapidity  in  catheterization 
should  be  avoided. 
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The  complications  which  may  arise  from  poor  technique  are 
infection  of  the  bladder,  ureters,  or  pelvis  of  the  kidney,  trauma- 
tism of  the  ureters,  bladder  and  urethra,  from  which  grave  con- 
ditions may  arise;  hence,  it  is  evident  that  care  should  be  taken 
in  everything  which  pertains  to  the  procedure. 
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ALTERATIONS  IN  THE  POSTERIOR  URETHRA  AS  A 
FACTOR  IN  NEURASTHENIA 


By  A.  Ravogli,  M.  D.,  Cincinnati,  O. 

Read  before  the  annual  meeting  of  the  American  Urological  Ass'n,  Atlantic  City, 

June,  1904. 

OUITE  often  in  urological  practice  we  meet  with  neuras- 
thenic patients.  We  find  neurasthenia  in  every  degree, 
from  the  mildest  to  that  which  is  complicated  with  true 
psychosis.  Patients  sometimes  are  in  such  physical  and  moral  de- 
pression as  to  approach  a  form  of  melancholia. 

Before  proceeding,  we  will  consider  what  neurasthenia  is. 
It  has  been  known  for  a  long  time  and  described  as  nervous  weak- 
ness, etat  nerveux,  spinal  irritation,  spinal  neurosis.  Beard1  was 
the  first  to  call  asthenia  nervorum  a  complex  of  symptoms  affecting 
the  nervous  system,  of  which  we  do  not  know  the  alterations. 

Eulenburg2  considered  neurasthenia  as  the  result  of  an  unde- 
cided ensemble  of  symptoms  belonging  to  the  neuropsychic  forms, 
connected  with  a  depressed  condition  of  the  functions  of  higher 
and  deeper  nerve  centres,  originating  from  the  sexual  organs  and 
from  the  sexual  activity. 

Neurasthenia,  as  a  functional  neurosis,  causes  a  change  in  the 
function  of  the  nerves,  which  is  sometimes  circumscribed  to  a  few 
functions,  but  at  other  times  more  diffused  and  affecting  the  whole 
system. 

When  the  sexual  organs  are  in  an  abnormal  condition,  or  at 
least  the  trouble  has  some  relation  to  these  organs,  then  we  have 
to  do  with  a  sexual  neurasthenia.  In  consequence,  we  can  say 
that  a  sexual  neurasthenia  can  be  primary  or  secondary. 

Lowenfeld  3  stated  that  a  diagnosis  of  sexual  neurasthenia  is 
easily  made,  although  no  symptoms  of  organic  alterations  are  pres- 
ent. The  same  opinion  was  maintained  by  Porosz,4  who  thinks 
that  the  reason  for  the  functional  disturbance  must  be  found,  not 


JBeard.    "Sexual  Neurasthenia." 

zEulenburg,  A.    "Sexuale  Neuropathie,  etc.,"  Leipzig,  1895. 

"Loewenfeld,  L.  "Die  nervosen  Storungen  von  sexuellen  Ursprungs."  Wiesbaden, 
1891. 

'Porosz,  M.  Ueber  das  Wesen  der  Sexuellen  Neurasthenic.  Mori,  hefte  f.  pract. 
Derm.,  1  March,  1903,  p.  225. 
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in  the  structure  of  the  nerves,  but  in  their  disturbed  mechanism. 
Fiihbringer  considers  sexual  neurasthenia  as  a  changeable  form 
of  nervous  ailments,  produced  by  alterations  of  the  sexual  organs, 
and  its  principal  symptoms  consist  in  alterations  of  the  sexual 
sphere. 

Valentine  5  attributes  to  gonorrhea  the  cause  of  a  marked 
nervous  depression,  which  is  felt  by  the  patient  as  a  rebuke  of  his 
conscience  on  account  of  his  being  physically  and  morally  unclean, 
or  to  the  toxic  products  of  the  gonococcus,  which  directly  attacks 
the  nervous  system.  He  follows  the  views  of  Leleneff,'1  who  de- 
scribed a  large  series  of  nervous  symptoms  as  a  consequence  of 
gonorrhea.  Gonorrhea  is  one  of  the  most  effective  causes  in  the 
production  of  pathological  alterations  of  the  posterior  urethra, 
and  for  this  is  one  of  the  most  frequent  causes  of  sexual  neuras- 
thenia. We,  however,  do  not  consider  a  true  sexual  neurasthenia 
the  temporary  neurosis  which  occurs  as  the  result  of  acute  or 
chronic  gonorrhea. 

Hunter  McGuire7  referred  to  cases  of  hemiplegia,  paralysis 
and  other  affections  of  the  brain  as  the  result  of  long  standing 
stricture.  He  claimed  that  stricture  urethrae  was  present  in  cases 
of  sclerosis,  which  could  have  been  coincidental  with,  as  well  as 
the  consequence  of,  the  nervous  affection.  Fessenden  N.  Otis8  re- 
ported cases  of  stricture  of  the  urethra  in  the  female,  which  had 
caused  nervous  symptoms  and  neurasthenia,  which  was  easily  dis- 
pelled by  dilatation.  Brewer  referred  to  a  case  of  neurasthenia 
in  a  lady  affected  with  vesical  neurosis,  who  was  suffering  with 
frequent  micturition. 

Varicocele  has  been  considered  a  cause  of  neurasthenia  by 
Beard  and  Englisch.  Wiederhold  0  has  found  varicocele  oftener 
affecting  the  left  side  and  causing  neuralgia  and  parsesthesia.  After 
treating  varicocele,  all  neurasthenic  symptoms  disappeared. 

'Valentine,  F.  C.  "The  Irrigation  Treatment  of  Gonorrhea."  New  York,  1900, 
p.  82. 

"Leleneff.  "The  Nervous  System  in  Gonorrhea."  Ref.  Medical  Record,  July  15, 
1899. 

'  Hunter  McGuire.    Neiv  York  Med.  Journal,  Oct.  4,  1890. 

8  Fessenden,  N.  Otis.  Ueber  Reflexerscheinungen  und  Neurosen  veranlasst  durch 
Stricturen  der  weiblichen  Harnrohre.  ////.  Centrbl.  f.  Phys.  und  Path  der  Ham  und 
Sex.  Organ.    Bd.  Ill,  H  5  und  6.    Ref.  Mon.  Heft.  f.  pract.  Derm.    Bd.  XV. 

"Wiederhold.  Varikocele  und  Neurasthenia.  Deutsch.  Med.  H'och.,  1891.  Ref. 
Monh.  fur  pract.  Derm.    Bd.  XIV,  p.  260. 
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Different,  however,  are  the  views  of  Krafft-Ebing,10  who,  in 
one  hundred  and  fourteen  cases  of  neurasthenia,  reported  only 
eight  cases  in  which  local  alteration  of  the  genito-urinary  organs 
were  perceptible. 

In  our  cases  we  have  young  men  and  adult  persons  affected 
with  neurasthenia  which  had  its  origin  in  the  sexual  sphere.  Some 
were  troubled  with  headache,  palpitation  of  the  heart  and  general 
prostration.  Many  have  referred  their  sufferings  to  the  stomach; 
they  were  really  suffering  with  indigestion,  which  was  only  secon- 
dary, and  was  due  to  their  neurasthenic  condition. 

We  see  in  every  case  of  sexual  neurasthenia  groups  of  symp- 
toms which  can  be  referred  to  local  sexual  disturbances,  and  after 
a  while  to  general  nervous  troubles. 

In  one  of  our  cases,  N.  J.,  age  32,  came  under  our  care  as 
a  confirmed  neurasthenic.  He  is  well  built,  of  good  physique, 
has  never  suffered  from  any  disease.  He  confessed  to  having  prac- 
ticed masturbation  in  his  youth.  At  20  he  had  intercourse  with 
a  woman.  He  visited  the  woman  together  with  a  companion,  who 
was  the  first  in  the  coitus,  and  he  was  the  second.  His  companion 
got  a  very  severe  case  of  clap,  and  he  got  a  very  mild  one,  con- 
sisting of  a  slight  pain  in  micturition  and  very  scanty  discharge. 
He  neglected  treatment  on  account  of  the  mild  symptoms.  Four 
months  after  he  began  to  suffer  with  severe  pains  after  urinating, 
and  also  when  defecating.  Later  on  he  began  to  suffer  with 
dyspepsia,  and  a  continuous  flow  of  saliva  which  prevents  him 
from  talking.  He  suffers  with  sleeplessness,  and  when  sleeping 
wakes  up  with  frightful  dreams.  Three  times  a  week,  at  least,  he 
has  nocturnal  emissions.  His  pulse  is  above  a  hundred,  he  can- 
not look  anybody  in  the  face,  and  has  marked  symptoms  of  melan- 
cholia. He  has  been  treated  by  many  physicians  who  have  di- 
rected their  attention  to  the  stomach  and  to  the  general  nervous 
system.  In  our  examination  we  have  found  a  marked  infiltration 
(wide  stricture)  above  the  bulb,  enlargement  and  dilatation  of 
both  lobes  of  the  prostate,  chronic  posterior  urethritis.  He  is  under 
general  and  local  treatment,  and  is  constantly  improving. 

Another  type  of  sexual  neurasthenia  came  under  our  observa- 


>"  Krafft-Ebing.  I'eber  Neurasthenia  Sexualis  bei  Marine.  Wiener  Med.  Presse, 
No.  5,  1887. 


324      AMERICAN  JOURNAL  OF  UROLOGY 


tion  in  a  boy  of  20.  He  is  strong  and  of  good  physique;  is  from 
healthy  parents,  and  has  never  had  any  disease.  He  admitted 
masturbation,  but  has  never  had  coitus.  He  was  pale  and  anemic; 
he  could  not  sleep,  especially  in  the  second  part  of  the  night.  His 
pulse  was  above  a  hundred;  his  appetite  was  failing.  He  com- 
plained of  acute  pains  near  the  rectum,  frequent  micturition. 
Nearly  every  night  he  awoke  on  account  of  obstinate  erections 
and  pollution.  He  found  he  lost  his  memory  and  was  unable  to 
continue  in  his  studies. 

A  local  examination  revealed  a  wide  stricture  in  the  bulbous 
portion  of  the  urethra,  dilatation  of  both  lobes  of  the  prostate, 
from  which  several  drops  of  milky  fluid  could  be  squeezed  out. 
With  local  and  general  treatment  the  boy  is  well. 

From  the  described  types  of  neurasthenia,  which  represent  a 
large  number  of  similar  cases,  we  can  see  the  groups  of  symptoms 
which  have  been  so  well  pointed  out  by  Krafft-Ebing.  Indeed,  we 
find  at  first  local  genital  neuroses  in  the  form  of  hyperaesthesiae, 
pollutions  and  ejaculatio  prascox.  Gradually  we  begin  to  see  the 
symptoms  of  spinal  irritability;  the  patients  complain  of  neuralgia 
of  the  lumbosacral  plexus,  of  pollutions  with  unpleasant  conse- 
quences, irritability  after  coitus,  and  gradual  diminution  of  the 
sexual  power.  At  this  point  symptoms  of  general  neurasthenia 
make  their  appearance,  as  a  consequence  of  the  spreading  of  the 
neurosis  to  the  spine.  It  shows  cerebral  irritation,  neurosis  of  the 
stomach,  of  the  heart,  and  spermatorrhea. 

We  must  remark  that  we  do  not  believe  that  the  pathological 
alterations  of  the  urethra  are  the  only  factors  of  the  sexual  neu- 
rasthenia, but  together  with  them  there  must  exist  an  instability 
of  the  nervous  system  which  easily  causes  irritation.  In  fact,  we 
find  many  cases  of  strictures  and  of  grave  urethral  alterations, 
without  neurasthenia.  The  affection  of  the  urethra  acts  as  a  de- 
termining cause,  while  the  neurotic  disposition  of  the  patient  acts 
as  the  predisposing  cause.  Fiihbringer  is  right  in  stating  that 
there  are  cases  where  spermatorrhea  has  already  begun,  and  yet 
there  are  no  symptoms  of  cerebral  neurasthenia,  nor  of  gastric 
and  cardial  neurosis.  He  has  met  with  patients  suffering  from 
loss  of  semen,  who  have  become  impotent  without  showing  signs 
of  neurasthenia. 

Sexual  excesses  are  the  factors  of  neurasthenia,  and  they  can 
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be  referred  to  onanie,  to  coitus  interruptus  and  excesses  in  venery. 
Patients  themselves  point  out  the  cause  of  their  neurasthenia,  ad- 
mitting having  been  addicted  to  onanism.  The  injury  produced 
to  moral  activity  by  masturbation  is  exceedingly  great.  Boys 
addicted  to  it  become  fond  of  solitude,  unsociable,  irritable  and 
decidedly  anemic.  According  to  Fuhbringer,  in  those  who  have 
practiced  onanism,  cerebral  neurasthenia  is  more  common,  while 
in  those  who  have  committed  excesses  in  coitus  spinal  irritation 
is  oftener  found. 

Krafft-Ebing  and  Kroepelin  maintain  that  onanie  is  followed  « 
by  psychoses  in  the  form  of  melancholia  and  hypochondria,  and 
according  to  Schreulk-Notzing,  in  consequence  of  the  onanie,  there 
is  a  marked  diminution  in  the  functional  activity  of  the  brain. 

Heterosexual  excesses  are  compared  by  Berkley11  to  onanism, 
especially  shortly  after  puberty,  when  the  sexual  functions  have 
not  yet  attained  their  full  development.  Nocturnal  pollutions  and 
frequent  loss  of  semen  follow,  which  cause  loss  of  memory  with 
depressive  symptoms  approaching  virtual  melancholia,  and  some- 
times forms  of  alienation  of  paranoiac  type. 

Although  Loewenfeld  claims  that  the  pollutions  are  not  of 
genital  origin,  but  that  they  originate  from  a  central  spinal  neuro- 
sis, yet  we  believe  that  a  local  pathological  condition  of  the  genito- 
urinary organs  is  the  cause  of  the  loss  of  semen. 

Indeed,  an  inflammation  of  the  seminal  vesicles  produces  fre- 
quent pollutions.  We  see  this  condition  in  gonorrhea  when  it 
has  caused  spermatocystitis,  and  although  the  inflammation  is  over, 
yet  there  remains  a  tendency  to  pollutions.  Trousseau,  Ultzmann, 
Fuhrbringer  and  many  others  maintain  that  the  pollutions  are  the 
result  of  motor  neurosis.  In  our  cases,  however,  we  can  state  that 
pollutions  were  the  result  of  an  irritation  on  the  centres  of  the 
ejaculation. 

Griinfeld,  in  some  cases  of  acute  gonorrhea,  has  found  sperma 
in  the  urine,  which  was  after  a  while  confirmed  by  Fuhrbringer, 
who  found  sperma  in  the  urine  in  25  cases  out  of  140  affected  with 
gonorrhea.  These  patients  had  not  been  addicted  to  onanism  nor 
had  they  been  neurasthenic. 

In  cases  of  hypertrophy  of  the  prostate  there  has  sometimes 


a  Berkley,  H.  J.    "A  Treatise  on  Mental  Diseases."    New  York,  1900,  p.  443. 
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been  found  spermaturia,  and  yet  most  of  the  physicians  will  con- 
tinue to  believe  spermatorrhea  to  be  the  result  of  a  paretic  con- 
dition of  the  ductus  ejaculatorius  from  a  central  origin. 

We  do  not  find  really  difficult  the  explanation  on  account  of 
the  irritation  of  the  chronic  posterior  urethritis.  The  presence  of 
a  few  drops  of  urine  retained  in  the  posterior  urethra,  on  account 
of  the  infiltrated  condition  of  the  bulbous  portion,  are  sufficient  to 
maintain  chronic  irritation,  which  acts  on  the  ejaculation  centre, 
producing  pollution  as  a  motor  neurosis. 

Griinfeld12  and  ourselves13  have  found,  by  endoscopic  obser- 
vations, the  swelling  and  the  inflammation  of  the  caput  gallina- 
ginis,  in  cases  of  chronic  urethritis,  caused  by  self-abuse,  by  gonor- 
rhea and  in  spermatorrhea.  In  some  instances  Fiihrbringer  found 
also  hyperemia  of  these  delicate  organs.  It  is  nearly  incredible 
that  a  hyperemia  in  this  limited  place  is  capable  of  producing  so 
great  an  irritation  as  to  be  able  to  spread  to  the  nervous  centre 
with  disastrous  results. 

In  the  convulsive  fit  of  the  masturbation  the  hand  not  only 
irritates,  but  in  some  cases  wounds  the  urethra.  We  have  seen 
young  men  bleeding  from  the  urethra  in  consequence  of  mastur- 
bation. Small  wounds  and  fissures  occur  quite  often  in  the  bulbar 
portion  of  the  mucosa  of  the  urethra,  and  this  is  the  starting  point 
of  an  infiltration  which  will  gradually  produce  a  stricture. 

In  a  large  series  of  cases  of  the  second  type  referred  to,  young 
men  suffering  with  neurasthenia,  pale  and  nervous,  with  cold  and 
clammy  hands,  complaining  of  pollutions,  pains  in  the  urethra, 
quick  ejaculations,  etc.,  we  were  able  to  find,  by  introducing  a 
sound,  a  stricture  in  the  bulbar  portion.  They  had  never  had 
gonorrhea,  but  most  of  them  admitted  masturbation,  which  we  con- 
sider capable  of  producing  hyperemia  of  the  caput  gallinaginis, 
and  a  constant  irritation  towards  the  bulbar  region,  which  results 
in  a  sclerotic  process  of  the  mucous  membrane. 

Coitus  interruptus  is  quite  often  a  cause  of  sexual  neurasthenia. 
The  hyperemia  remains  after  the  unsatisfied  coitus  and  acts  as  a 
local  irritation.  This  makes  the  man  anxious  for  a  new  coitus,  and 
his  genital  impulsion  is  brought  to  excess.    The  frequent  coitus 

12  Griinfeld,  J.    Der  Hamrohrenspiegel.    Wien,  1877. 

"Ravogli,  A.  "The  Endoscope  in  Diseases  of  the  Male  Urethra."  Lancet-Clinic, 
1883. 
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increases  the  secretion  of  the  sperma,  which  again  produces  erotic 
stimulus. 

According  to  Porosz,  abstinence  is  also  a  cause  of  neurasthenia. 
Ribing  and  Eulenburg  say  that  "Keuschheit  schadt  weder  der 
Seele  noch  dem  Korper,"  yet  quite  often  the  accumulation  of 
semen  produces  irritation  of  the  centre.  Irritability  follows,  which 
is  revealed  on  any  little  occurrence  which  may  act  upon  the  phan- 
tasy. This  is  carried  to  the  sexual  nervous  centre,  the  erection 
suddenly  comes,  and  suddenly  the  ejaculation  takes  place.  The 
pollutions  are  accompanied  with  a  pleasant  sensation,  but  are  often 
the  cause  of  spermatorrhea. 

Indeed,  the  pollutions  which  occur  when  the  seminal  vesicles 
are  filled,  although  called  normal,  cannot  be  considered  according 
to  nature.  It  is  an  abnormal  way  in  which  the  organism  relieves 
the  accumulation  of  semen  in  the  vesicles.  In  these  cases  there 
gradually  occurs  a  certain  degree  of  spinal  irritation,  which  in- 
creasing the  reflex  action  on  the  centres  of  the  erection,  produces 
erection  and  imperative  inclination  to  coitus.  The  urine  concen- 
trated towards  morning  touches  the  pars  prostatica,  which  is  al- 
ready in  an  irritated  condition,  causes  erection  and  impulse  to 
coitus.  The  symptoms  of  spinal  irritation  are  then  manifested 
by  an  increased  activity  of  the  reflex  action  of  the  spinal  centra. 
In  cases  of  prolonged  abstinence,  the  increasing  of  the  reflex  action 
is  clearly  shown  not  only  in  man  but  also  in  animals. 

The  quick  ejaculation  is  not  always  the  result  of  spinal  irrita- 
tion, but  it  may  also  be  the  result  of  functional  disturbance  of  the 
seminal  vesicles. 

Another  organ  which  is  of  the  greatest  importance  in  the  uro- 
genital functions  is  the  prostate.  In  all  cases  of  neurasthenia,  in 
consequence  of  gonorrhea,  or  of  masturbation,  or  of  other  sexual 
excesses,  we  have  found  characteristic  symptoms  of  pathological 
alterations  of  the  prostate.  The  prostate,  which  is  made  up  of  a 
compact  mass  of  smooth  muscle  fibres  and  glandular  bodies,  with 
its  muscular  masses  becoming  thicker,  forms  the  powerful  inter- 
nal sphincter  of  the  bladder.  When  the  glands  of  the  prostate, 
on  account  of  irritation  or  of  an  inflammatory  process,  are  filled 
with  an  abnormal  quantity  of  the  prostatic  secretion,  the  muscles 
distended  become  atonic,  and  then  the  prostate  is  enlarged.  The 
so  enlarged  prostate,  which  Porosz  calls  atonic  prostate,  is  felt 
by  the  exploring  finger  to  be  like  two  loose  sacks.    Pressing  on  the 
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flabby  lobes  of  the  prostate,  a  few  drops  of  a  milky  whitish  fluid 
is  squeezed  out,  which  comes  from  the  abnormal  condition  of  the 
gland.  When  the  prostate  is  normal  no  fluid  is  expressed,  and  the 
normal  organ  is  small  and  firm  under  the  finger. 

The  muscular  fibres  of  the  prostate  form  a  kind  of  sphincter 
around  the  ductus  ejaculatorius,  which  closes  the  meatus.  When 
the  muscular  fibres,  on  account  of  an  atonic  condition,  are  unable 
to  close  the  ejaculatory  ducts,  it  will  cause  an  abnormal  functional 
activity,  which  will  produce  frequent  night  pollutions.  The  con- 
tinuous night  emissions  increase  the  atony  of  the  ejaculatory  ducts, 
and  then  the  loss  of  semen  and  of  the  prostatic  fluid  will  also  oc- 
cur at  the  time  of  defecation.  The  fluid  escaping  in  this  way  from 
the  seminal  vesicles  and  from  the  prostate,  is  a  sticky,  whitish 
fluid  which,  under  the  microscope,  shows  spermatozoa,  round  cells, 
prostatic  bodies  and  amyloid  granules. 

At  this  stage  the  night  emissions  occur  not  so  frequently,  and 
gradually  cease.  The  discharge  at  the  time  of  defecation,  or  under 
other  efforts,  becomes  more  abundant,  and  finally  some  of  the 
prostatic  and  seminal  fluid  comes  out  at  the  end  of  urinating.  At 
this  time  the  erection  is  incomplete.  In  some  cases,  when  the 
muscles  are  incapable  of  closing  the  spermatic  vesicles,  the  ejacula- 
tion takes  place  so  soon  that  there  is  no  time  for  immission,  or 
it  takes  place  without  erection. 

The  atonic  condition  of  the  prostate  produces  alteration  also 
in  the  act  of  micturition.  When  the  muscles  have  lost  their  power 
of  contraction,  the  bladder  cannot  contain  a  large  quantity  of  urine 
as  in  the  normal  condition.  In  consequence,  the  patient  must 
urinate  more  frequently.  The  muscles  have  not  the  power  of 
squeezing  out  all  the  urine,  and  a  few  drops  of  urine  remain 
stagnating  in  the  prostatic  cone.  The  few  drops  of  urine  become 
altered  and  produce  irritation  on  the  mucous  membrane,  which 
causes,  likewise,  the  urine  to  be  slightly  turbid. 

Furthermore,  an  atonic  prostate,  when  abnormally  enlarged, 
cause  a  pressure  on  the  venous  plexus,  stasis  of  the  blood  and  the 
beginning  of  varicocele. 

The  atonic  condition  of  the  prostate  is  quite  often  the  cause 
of  sexual  neurasthenia,  and  in  almost  all  our  cases  we  have  found 
the  lobes  of  the  prostate  flabby  and  enlarged.    Trousseau14  had 
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already  remarked  that  young  men  addicted  to  masturbation  suf- 
fered with  enuresis  nocturna.  Porosz  has  found  patients  who  were 
suffering  with  non-gonorrheal  urethritis,  with  trouble  in  urination, 
who,  for  many  years,  used  to  wet  their  bed.  It  seems  that  the 
enuresis  nocturna  is  connected  with  an  incomplete  development  of 
the  prostate,  or  with  an  irritation  of  this  organ.  Cases  have  been 
referred  to  where  enuresis  nocturna  has  begun  in  consequence  of 
a  posterior  gonorrheal  urethritis.  The  patients,  however,  had 
suffered  with  enuresis  during  their  early  youth.  The  cause  of 
enuresis  in  these  cases  would  be  found  in  the  weakness  of  the 
sphincter  vesica;  internus,  which  cannot  hold  the  urine  as  in  the 
normal  condition  without  the  influence  of  the  will. 

When  we  examine  the  urine  of  our  neurasthenics,  we  often 
find  the  urine  somewhat  turbid,  but  it  does  not  change  the  blue 
litmus  paper,  and  the  turbidity  remains  after  boiling  the  urine, 
disappearing  only  after  the  addition  of  a  few  drops  of  acetic  acid. 
This  turbidity  is  due  to  the  presence  of  phosphates  which  are  con- 
tained in  the  urine.  Phosphaturia  has  been  considered  as  one  of 
the  symptoms  of  neurasthenia  by  Freudenberg,15  and  recently 
Delbanco10  called  attention  to  cases  of  urethritis  in  consequence  of 
oxaluria  and  phosphaturia.  He  believes  with  Posner  that  a  urine 
containing  crystals  produces  an  intense  irritation  on  the  bladder 
and  on  the  urethra,  causing  pains  and  tenesmus.  In  these  cases 
the  urine,  together  with  oxalate  crystals,  may  also  contain  white 
and  red  blood  corpuscles,  which  render  somewhat  difficult  the 
diagnosis. 

In  1902,  Galewski,  in  the  section  of  dermatology  at  the  Con- 
gress of  the  Karlsbad  physicians,  spoke  on  a  chronic  non-gonor- 
rheal urethritis  of  a  long  chronic  course,  but  he  claimed  that  no 
phosphaturia  nor  prostatitis  could  be  found.  This  seemed,  how- 
ever, not  exact,  that  in  a  chronic  urethritis  the  urine  had  never 
shown  alkaline  or  neutral  reaction., 

Delbanco,  from  his  observations,  believes  that  phosphaturia  is 

18  Freudenberg,  A.  Ueber  Ammoniakalische  Reaction  des  Harnes  bei  Phosphn- 
turie,  sovie  iiber  Phosphaturie  und  Ammoniurie  als  Symptome  des  Neurasthenic 
Deutsch.  Med.  Wochenschr.,  1903,  No.  38. 

lu  Delbanco,  E.  Urethritis  bei  Oxalurie  und  Phosphaturie.  Oxalurie  und  Phos- 
phaturie Symptome  des  Neurasthenic  Mon.  keif.  f.  pract.  Derm.  Bd.  38,  No.  2, 
Jan.  15,  1904. 
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a  symptom  of  neurasthenia,  and  that  chronic  urethritis  is  the  con- 
sequence of  phosphaturia.  According  to  our  experience,  we  be- 
lieve that  in  consequence  of  chronic  urethritis  a  superabundance  of 
phosphates  is  quite  frequently  found  in  the  urine,  but  they  are  the 
consequence  and  not  the  cause  of  the  urethritis. 

In  reference  to  oxaluria,  which  has  been  considered  by  Cantani 
a  special  disease,  this  is  connected  with  serious  conditions  of  the 
organism,  as  diabetes,  or  at  least  with  an  increased  quantity  of  the 
uric  acid  in  gout.  In  the  opinion  of  Senator,  it  is  only  a  symptom 
which  can  be  brought  on  by  sexual  excesses,  masturbation,  pollu- 
tion, as  well  as  by  a  long  lasting  depressant  pathema. 

Binswanger  and  also  Lowenfeld  are  inclined  to  consider  phos- 
phaturia and  oxaluria  as  responsible  for  the  chronic  urethritis,  and 
their  presence  would  increase  the  alkaline  reaction  and  the  tur- 
bidity of  the  urine. 

The  presence  of  the  phosphates  in  the  urine  of  patients  af- 
fected with  sexual  neurasthenia  has  been  attributed  by  Wossidlo 
to  prostatitis,  which  would  cause  an  abnormal  metabolism  as  a 
consequence  of  a  reflex  action  on  the  kidney. 

Finger17  has  found  phosphaturia  in  cases  of  chronic  gonor- 
rhea when  the  patients  have  abstained  from  all  acid  substances, 
in  acute  and  chronic  urethritis  when  the  patient  has  used  too  much 
alkaline  mineral  waters  and  has  observed  a  too  strict  diet,  and  in 
cases  of  chronic  posterior  urethritis  with  neurasthenia  accom- 
panied by  some  polyuria. 

In  our  experience  we  have  but  rarely  found  oxaluria,  but  the 
presence  of  phosphates,  however,  quite  frequently.  We  are  of 
the  opinion  that  the  presence  of  phosphates  is  not  the  cause  of 
urethritis,  but  the  urethritis  is  the  cause  of  the  phosphates  in  the 
urine.  In  some  cases  where  patients  complain  of  urethal  troubles, 
we  have  found  the  urine  acid  and  perfectly  clear,  without  visible 
presence  of  phosphates;  after  passing  a  sound,  for  diagnostic  pur- 
poses, the  urine,  the  following  day,  has  been  found  neutral  and 
turbid,  containing  phosphates.  We  believe  that  phosphaturia  is 
only  a  temporary  condition  which  is  often  produced  by  an  irrita- 
tion of  the  posterior  urethra. 

We  must  also  mention  that  the  retention  of  urine  and  vesical 


"Finger,  E.    "Blennorrhoea  of  the  Sexual  Organs." 
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disturbances  are  sometimes  the  first  symptoms  of  tabes.  V.  Frankl- 
Hochwart  and  Zuckerhandl  have  met  with  vesical  disturbances 
in  50  per  cent,  of  their  tabetic  patients,  and  Laimbach,  accord- 
ing to  Moebius,  among  400  tabetic  patients  has  found  it  in  80.5 
per  cent.  Urinary  troubles  in  tabes  begin  as  a  retention  in  the 
form  of  a  difficulty  in  urinating.  This  condition  gradually  in- 
creases and  finally  ends  in  incontinence.  This  retention  has  been 
referred  by  Bierhoff18  to  a  spasm  of  the  muscles  forming  the 
sphincter  vesicas  internus,  just  like  an  exaggerated  reflex  of  the 
sphincter. 

The  possibility  of  a  retention  of  the  urine  from  an  incipient 
tabes  will  be  easily  eliminated  by  the  exclusion  of  the  presence  of 
pathological  alterations  in  the  urosexual  sphere. 

Treatment:  The  treatment  of  sexual  neurasthenia  from  alter- 
ations of  the  posterior  urethra  must  consist  of  a  general  medi- 
cation and  of  local  applications.  The  study  of  the  general  con- 
dition of  the  patient  will  show  us  the  necessity  of  sedatives,  like 
bromides,  of  tonics  and  reconstituents,  so  as  to  improve  their 
general  nutrition.  In  some  cases  we  have  to  use  remedies  having 
a  direct  disinfecting  power  on  the  urine,  such  as  salol,  or  for- 
maldehyde compounds,  for  example,  urotropin  or  uriseptin,  etc. 

The  study  of  the  alterations  of  the  posterior  urethra  will  sug- 
gest to  us  the  best  local  applications  to  be  used  in  each  particular 
case.  Irrigations,  instillations,  or  touching  up  the  affected  por- 
tions of  the  urethra  through  the  endoscope,  are  the  best  means 
to  be  used  in  chronic  posterior  urethritis.  The  gradual  dilatation 
of  the  infiltrated  places,  or  of  the  already  formed  strictures  of 
the  urethra,  or  the  application  of  electrolysis  has  been  found  of 
great  benefit.  Prostatitis  has  to  be  treated  with  rectal  injections, 
suppositories,  and  the  atonic  prostate  or  a  dilated  prostatic  gland 
has  to  be  massaged  with  the  finger  through  the  rectum  in  order 
to  remove  the  tension  of  the  accumulated  fluid. 

With  these  applications  improving  the  pathological  condition 
of  the  posterior  urethra,  we  have  obtained  satisfactory  results  in 
the  treatment  of  the  accompanying  neurasthenia. 


18  Bierhoff,  F.  Beitrag  zum  Studium  der  Harn  retention  bei  Tabe*  dorsalis. 
Derm.  Zeitsch.,  Miirz,  1904. 
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ANNOUNCEMENT 

The  Committee  authorized  to  receive  subscriptions  in  Amer- 
ica for  the  Niels  Finsen  Memorial  Fund  desires  to  announce  that 
the  collections  will  be  closed  in  this  country  by  the  ist  of  June  next. 

Those  desirous  of  contributing  to  a  fitting  memorial  to  the 
late  distinguished  Norwegian  scientist  may  send  their  contribu- 
tions to 

JAMES  NEVINS  HYDE, 

100  State  Street,  Chicago,  111. 


NOTICE. 

To  the  Members  of  the  American  Urological  Association. 

Concerning  the  meeting  to  be  held  at  Portland,  Oregon,  July 
12  and  13,  1905.  Business  meetings  to  be  held  on  both  days  from 
9  to  10  o'clock  a.  m.  Scientific  meetings  from  10  to  12  and  2  to 
4  o'clock  on  both  days.  Both  business  and  scientific  meetings  to 
be  held  at  the  Atkinson  School  Building,  corner  of  Twelfth  and 
Davis  Streets,  opposite  the  Armory. 

There  will  be  a  register  at  Nau's  Portland  Hotel  Pharmacy 
until  the  first  day  of  the  meeting.  It  will  then  be  removed  to  the 
quarters  in  the  Atkinson  School  Building.  All  members  are  re- 
quested to  sign  as  soon  after  their  arrival  as  convenient. 

After  the  business  meeting  on  July  12,  the  President  of  the 
Association,  Dr.  Wm.  N.  Wishard,  will  deliver  his  address.  This 
to  be  followed  by  a  Symposium  on  Prostatic  Surgery. 

The  Secretary  must  have  the  titles  of  all  papers  to  be  read  at 
this  meeting  not  later  than  June  1,  1905.  All  papers  read  will 
become  the  property  of  the  Association,  and  must  be  given  to  the 
Secretary  at  this  time.  They  will  be  published  in  The  Journal 
of  Urology.  Under  no  circumstances  can  the  papers  be  read 
and  published  elsewhere. 

The  Chairman  of  the  Committee  on  Local  Arrangements,  Dr. 
G.  Whiteside,  Portland,  Oregon,  will  gladly  correspond  with  the 
members  who  expect  to  attend  this  meeting  and  be  of  service  to 
them. 

L.  E.  Schmidt, 
Secretary  of  the  American  Urological  Association. 
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A  Case  of  Healed  Laceration  of  the  Urethra. —  Brunn.  (Aerztlu her  Verein 
zu  Marburg;  Berliner  Klinische  Wochenschrift,  Jan.  4,  1904.) 
The  patient,  a  male  of  66  years,  had  sustained  a  laceration  of  the  urethra,  through 
a  kick  in  the  perineal  region.  An  external  urethrotomy,  for  retention  of  urine,  was 
performed  on  the  following  day.  Tin  catheter-a-demeure,  tampon.  Two  days  later 
sudden  appearance  of  severe  abdominal  pain,  rise  in  temperature  to  39.3  degrees 
R.,  meteorism,  cessation  of  the  flow  of  urine.  Laparotomy  disclosed  a  perforation  of 
the  posterior  bladder-wall,  caused  by  the  catheter — the  patient  had  been  very  restless. 
Suture  of  the  bladder-wall,  perineal  drainage  with  an  elastic  catheter,  tampon  in 
Douglas'  cul-de-sac.  In  spite  of  a  tedious  convalescence  (the  patient  daily  tearing 
out  the  catheter),  he  recovered. 

Pus-studies.— Posner.    {Berliner  Klinische  Wochenschrift,  Oct.  10,  1904.) 
Posner's  studies  on  gonorrhoeal  pus  lead  him  to  these  conclusions: 
In  gonorrhoeal  urethritis,  the  majority  of  the  cellular  elements  are  neutrophile 

leucocytes. 

No  diagnostic  conclusions  are  to  be  drawn  from  the  occurrence  of  vacuoles  in 
the  leucocytes,  nor  from  changes  in  the  form  of  the  nuclei. 

The  occurrence  of  eosinophile  cells  is  not  diagnostic  of  an  involvement  of  the 
pars  prostatica,  or  prostate  gland. 

Their  occurrence,  however,  indicates  that  the  case  is,  in  all  probability,  from 
four  to  six  weeks  old. 

The  significance  of  mononuclear  (basophile)  cells  can  not  be  definitely  decided 
— whether  they  are  of  purely  local  origin,  or  not — and  Posner  does  not  believe  them  to 
be  indicative  of  the  later  stages  of  inflammation.  They  also  occur  relatively  often 
in  non-gonorrhoeal  urethritis. 

The  appearance  of  numerous  epithelial  cells  denotes  regeneration  i.e.,  the  begin- 
ning of  the  process  of  healing. 
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A  Supernumerary  Ureter  Emptying  Into  the  Vagina,  and  Its  Operative 
Treatment.—  Hohmeier.  (Zeitsc/irift  f.  Geburtsliuelfe  und  Gynaekologie, 
1904.  P-  5 37-) 

Hohmeier  reports  the  case  of  a  congenital  third  ureter,  emptying  into  the  vagina, 
at  a  point  about  cm.  behind  and  to  the  right  of  the  external  urethral  orifice.  Ex- 
amination showed  no  connection  with  the  other  normal  ureters,  which  emptied  into  the 
bladder.  The  supernumerary  ureter  was  resected  and  implanted  into  the  bladder. 
The  patient,  who  was  15  years  of  age,  had  had  to  have,  five  years  previously,  a 
phosphatic  concrement,  9  cm.  in  length  and  2  cm.  thick,  removed  from  the  vagina, 
where  it  had  formed  as  a  result  of  the  obstruction  offered  by  a  very  narrow  hymen 
to  the  outflow  of  the  urine  emptying  into  the  vagina. 

On  the  Methods  for  the  Determination  of  the  Physiological  Functional 
Capability  of  the  Kidneys,  Before  Operation.— Rovzing.    {Arch.  f.  Klin. 
Chir.,  Vol.  lxxv.,  No.  4.) 
As  a  result  of  careful  observations,  Rovzing  comes  to  the  decision  that  none  of 
the  methods  in  use  at  present  is  absolutely  reliable,  and  concludes  that: 

1.  None  of  the  methods  tried  up  to  the  present  can  give  us  any  positive  as- 
surance concerning  the  functional  capability  of  the  "other  kidney"';  only  four  of 
them  can  be  taken  into  consideration  at  all,  viz.,  cryoscopy  of  the  blood,  cyroscopy 
of  the  urine,  the  phloridzin  test,  and  the  quantitative  estimation  of  the  urea. 

2.  Cryoscopy  of  the  blood  is  the  most  uncertain,  since  it  leads  to  erroneous 
results  both  in  the  positive  and  the  negative  directions.  He  further  warns  against 
letting  the  results  of  cryoscopy  of  the  blood  determine  for  or  against  operation. 

3.  Cryoscopy  of  the  urine,  the  phloridzin  test,  and  the  estimation  of  the  urea  are 
of  valuable  aid  when  they  give  us  a  positive  result.  In  the  case  of  a  negative  re- 
sult, they  do  not,  however,  justify  the  refusal  of  an  operation. 

4.  Of  these  three  latter  mentioned,  the  estimation  of  the  urea  is  the  simplest  and 
most  reliable,  and  the  method  to  be  preferred. 

5.  Of  the  greatest  importance,  on  the  contrary,  are  ureter-catheterization,  and  the 
chemical,  microscopical,  and  bacteriological  examination  of  the  urine,  collected  sep- 
arately from  each  kidney,  before  operating  on  the  kidneys.  We  thus  learn  whether 
a  second  kidney  is  present,  whether  urine  flows  from  this,  or  not,  and  whether  the 
urine  is  free  of  pathological  contents.  If  this  is  the  case,  we  may,  in  most  cases, 
proceed  to  operation. 

6.  In  isolated  cases  (for  instance,  if  the  clinical  picture  leads  one  to  suspect 
bilateral  atrophy  of  the  kidneys,  or  multilocular  cystoma  of  the  kidney)  we  may 
be  in  doubt,  from  the  condition  of  the  urine  of  the  other  kidney,  whether  this  one 
is  capable  of  doing  all  the  work.  In  such  cases  it  is  necessary  to  inspect  and  palpate 
the  other  kidney  through  a  lumbar  incision. 

"Ein  Fall  von  rechtsseitiger  Nephrektomie." —  Brugger.  (Deutsche  Milita- 
rdrztliche  Zeilschrift,  April,  1904.) 
B.  relates  the  case  of  a  young  male  patient,  of  sound  family  history,  who,  four 
years  previously,  had  suffered  a  contusion  in  the  right  renal  region,  resulting  from  a 
fall  from  his  horse.  At  the  time  of  injury,  transient  hematuria  and  severe  pain  in 
the  region  of  the  injury  were  noticed.  A  year  later,  following  exposure,  and  several 
"colds,"  several  attacks  of  colicky  pains  in  the  right  renal  region  occurred,  the  pains 
radiating  downward.  At  the  same  time  he  noticed,  at  first  temporary,  later  con- 
stant turbidity  of  the  urine.  No  fever.  The  kidney  was  not  enlarged,  but  was  sensi- 
tive to  pressure.    The  urine  contained  pus,  etc.,  on  microscopical  examination;  but 
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no  tubercle  bacilli.  Inoculation  experiments,  on  six  guinea  pigs,  resulted  positively, 
in  all  of  the  cases,  in  from  four  to  six  weeks.  Cystoscopy  revealed  a  normal  left 
ureteral  orifice,  while  the  right  orifice,  with  the  membrane  surrounding  it,  was 
swollen  and  reddened.  The  left  ureter  emptied  clear  urine,  while  that  from  the 
right  was  decidedly  turbid.  Nephrectomy  through  the  lumbar  incision  revealed  a 
kidney  which  was  the  seat  of  a  number  of  tuberculous  abscesses.  During  the  first 
eight  days  after  the  operation,  the  patient  passed  only  600  to  800  c.  c.  of  urine,  in 
spite  of  the  ingestion  of  large  quantities  of  water,  and  showed  uraemic  symptoms. 
After  this,  however,  the  patient  made  an  uninterrupted  recovery. 

"Beitrag  zur  Histologic  der  Epididymitis  Gonorrhoica." —  Sellei.  (Derma- 
tologische  Zeitsthrift,  April,  1904.) 

Sellei  reports  on  the  histological  findings  in  fifteen  cases  of  epididymitis  gonor- 
rhoica. Of  these  two  were  subacute,  in  the  persons  of  men  who  had  died  suddenly 
of  injuries,  the  balance  being  chronic  cases,  long  after  the  subsidence  of  all  acute 
symptoms.  He  states  that,  in  subacute  cases,  marked  oedema  and  its  resulting  changes 
may  be  met  with.  While  the  inflammation  acts  destructively  in  the  intercanalicular 
tissues,  there  is  a  formation  of  new  connective  tissue  cells  in  the  connective  tissue 
surrounding  the  canaliculi,  thus  explaining  the  changes  which  later  occur,  in  the 
connective  tissue  organization  of  the  retrogressive  stage  of  epididymitis.  The  epi- 
thelium of  the  efferrent  ducts  undergoes  mucous  degeneration  at  points,  and  at  other 
points  is  thrown  off.  At  various  points  it  may  be  seen  that  the  canaliculi  are 
markedly  distended,  and  it  may  even  occur  that  the  epithelium  and  membrana  propria 
of  two  neighboring  canaliculi  merge  into  each  other.  In  the  epithelium,  or  in  the 
tissues  underlying  it,  only  a  slight  infiltration  of  lymphocytes  may  be  seen.  There  is 
also  only  a  slight  infiltration  of  lymphocytes  in  the  connective  tissue  between  the 
canaliculi.  Leucocytes  were  hardly  to  be  found, — a  proof  that  the  acute  stage  of  the 
disease  had  subsided.   Plasma  cells  and  fibroblasts  were  present  in  large  numbers. 

The  inflammation  is  present  chiefly  in  the  Cauda,  the  middle  portion  and  the 
head  showing  only  slight  changes. 

It  was  impossible  for  him,  in  any  instance,  to  find  gonococci  in  the  tissues  of 
the  epididymis  with  any  of  the  methods  of  staining  now  in  use.  He  found  staphylo- 
cocci, however. 

"Die  Resection  des  Nebenhodens  bei  der  Tuberculose." — Bogoljuboff.  {Arch, 
f.  Klin.  C/iir.,  Vol.  LXXIV.,  No.  2.) 
The  author  discusses  the  merits  of  the  conservative  operation  (resection  of  the 
epididymis),  and  the  radical  (castration),  and  relates  twelve  cases  operated  upon  by 
himself.  According  to  B.,  potentia  coeundi  is  preserved  in  the  large  majority 
(almost  all)  of  the  cases  operated  on  in  this  way,  and  when  this  power  is  lost,  after 
this  operation,  it  is  usually  due  to  other  complicating  conditions.    He  concludes  that: 

1.  — Removal  of  the  tuberculous  epididymis  is,  in  a  large  percentage  of  cases,  fol- 
lowed by  healing  of  the  process  in  the  testis.  Returns  of  the  disease  in  the  testis  are 
not  common. 

2.  — Partial  resection  of  the  epididymis  gives  a  less  favorable  prognosis  (with 
regard  to  the  healing  of  the  process  in  the  testis)  than  does  total  resection. 

3.  — Resection  of  the  epididymis  combined  with  extirpation  of  the  tuberculous 
focus  in  the  testis,  not  seldom  leads  to  the  healing  of  the  process  in  the  test i--. 

4.  — The  testis  from  which  the  epididymis  has  been  removed  may  retain  its  ma- 
croscopic appearance  foi  a  long  time. 
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5.  — Disease  of  the  other  testis  seems  not  to  occur  more  frequently  after  resection 
of  the  epididymis  than  in  cases  not  operated  upon. 

6.  — Bilateral,  as  well  as  unilateral  resection  of  the  epididymis  can,  in  certain  cases, 
exert  a  favorable  influence  upon  the  process  in  the  prostrate  and  seminal  vesicles. 

7.  — Removal  of  the  tuberculous  epididymis  can,  in  a  few  cases,  exert  a  favorable 
influence  upon  the  course  of  the  pulmonary  process. 

8.  — Unilateral,  or  bilateral  resection  of  the  tuberculous  epididymis  can  lead  to 
full  and  lasting  general  health. 

9.  — Potentia  coeundi  is  preserved  after  the  unilateral  and  the  bilateral  operations. 
IO- — The  operation  of  forming  an  anastomosis,  in  the  operation  of  resection  of  the 

epididymis,  does  not  disturb  the  prognosis  of  the  latter  operation. 

'  Angeborene  Blasendivertikel  und  Doppelblasen." — Pagenstechex.  (.Irch.  f. 
Kiln.  Chir.,  Vol.  LXXIV.,  No.  1.) 
The  author  gives  a  complete  resume  of  the  literature  of  these  interesting  anoma- 
lies, with  descriptions  and  figures  of  the  different  cases  and  forms,  and  discusses  the 
mode  of  origin,  the  treatment,  etc.  He  describes  a  case  of  his  own,  in  the  person  of 
a  male  of  thirty-three,  whose  previous  history  had  been  good.  During  the  year 
preceding  the  observation,  there  had  been  pain  in  the  bladder  and  on  urination,  for 
three  to  four  days,  which  disappeared  upon  rest  and  warm  external  applications. 
Five  weeks  before  being  seen  by  P.,  pain,  and  frequent  vesical  and  rectal  tenesmus, 
with  dribbling  of  urine,  occurred  again.  The  patient  had  been  catheterized,  and 
his  bladder  irrigated  before  this,  by  his  physician.  In  the  eight  days  preceding  the 
examination,  there  had  been  some  haematuria.  Moderate  febrile  movement  occurred 
in  the  evenings.  The  urine  was  turbid,  bloody,  and  of  a  dirty  brown  color.  In 
spite  of  treatment  with  vesical  irrigations  for  a  time,  the  urine  remained  turbid, 
and  at  times  bloody,  with  a  continuance  of  the  tenesmus  and  the  pain  in  the  glans 
penis.  In  the  sediment  there  were  found  small  whitish  shreds,  containing  epithelial 
cells  and  capillaries.  Attempts  to  cystoscope  the  patient  were  unsuccessful.  Supra- 
pubic cystotomy  revealed  a  much  thickened  vesical  wall.  At  the  base  of  the  bladder 
there  was,  in  the  neighborhood  of  the  left  ureteral  orifice,  an  opening  into  a  diverticu- 
lum, which  extended  backward,  downward,  and  toward  the  left,  and  was  almost  as 
large  as  the  bladder  itself.  Suture  of  the  bladder  to  the  abdominal  wall  with  subse- 
quent drainage  and  vesical  irrigations,  gave  no  result,  therefore,  the  diverticulum 
was  exsected  (after  resection  of  the  sacrum).  The  left  ureter,  which  opened  into 
the  diverticulum,  was  resected,  and  implanted  into  the  vesical  wall.  Permanent 
drainage  catheter,  and  repeated  vesical  irrigations  were  employed.  Recovery  was 
slow,  and  was  complicated,  later,  by  epididymitis  sinistra,  and-  a  tedious  posterior 
urinary  fistula. 

"Verlaengerte  Inkubation  bei  Gonorrhoe." —  Pornet.     (Dermatologische  Zett- 
schrift,  Aug.,  1904-) 

P.  relates  a  case  in  which  he  states,  the  period  of  incubation  was  beyond  any 
doubt,  of  twenty  days'  duration. 

Urotropine  as  a  Preventive  to  Scarlatinal  Nephritis. —  By   Dr.  Buttersack. 
(Deutsch.  Arch.  f.  Kiln.  Med.,  1904.) 
Urotropin  was  administered  in  ten  cases  from  the  beginning  of  scarlet  fever,  in 
doses  varying  from  1-7  grains,  three  times  a  day.    In  no  one  of  these  cases  did 
nephritis  occur. 
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THE  AMERICAN  UROLOGICAL  ASSOCIATION. 
By  Dr.  Ramon  Guiteras 

Its  Founder  and  First  President. 

THE  American  Urological  Association  is  an  outgrowth  of  the  New 
York  Genitourinary  Society,  which  was  founded  five  years  ago 
by  the  assistants  in  Dr.  Guiteras's  clinic  in  the  New  York  Post- 
Graduate  Medical  School.  The  original  officers  were:  Dr.  Gui- 
teras, president;  Dr.  Otis  K.  Newell,  vice-president;  Dr.  Winfield  Ayres, 
secretary,  and  Dr.  Mabie,  assistant  secretary.  There  was  no  treasurer  as 
there  were  no  funds.  The  other  members  of  the  society  were:  Dr.  George 
Blanchard,  Dr.  Mattias  Guillen,  and  Dr.  George  Fisher,  T.  C.  Begg  and 
Dr.  John  J.  O'Brien,  the  clinical  assistants.  It  was  then  decided  to  make 
members  of  all  those  who  had  formerly  worked  as  assistants  in  the  clinic, 
which  swelled  the  list  considerably,  and  new  men  coming  in  as  assistants 
in  the  department  were  also  admitted  to  membership.  The  meetings  took 
place  in  the  house  of  the  president  and  the  programmes  were  of  a  clinical 
nature.  Most  of  the  members  were  associated  with  other  hospitals  and 
clinics,  and  brought  a  number  of  interesting  cases  on  these  occasions.  A 
number  of  men  in  New  York,  not  connected  with  the  clinic,  were  desirous 
of  joining  the  society,  and  as  it  was  metropolitan  in  name  their  applications 
could  not  be  disregarded,  and  they  were  admitted. 

Thus  the  New  York  Genitourinary  Society  began  to  grow  and  the  or- 
ganization, which  had  been  formed  to  promote  scientific  and  social  inter- 
course among  the  members  of  the  clinic,  was  transformed  into  a  small 
metropolitan  society. 

The  great  success  of  the  French  Urological  Association,  together 
w  ith  the  publication  of  its  yearly  Transactions  of  a  highly  scientific  nature, 
were  incentives  to  the  members  of  the  New  York  Genitourinary  Society  to 
enlarge  it  and  to  change  its  name  to  the  American  Urological  Association, 
organized  and  modeled  after  the  French  Association.  This  was  accordingly 
done  at  a  meeting  in  January,  1902,  at  which  the  New  York  Genito- 
urinary Society  ceased  to  exist  and  the  American  Urological  Association 
was  founded,  and  the  first  meeting  of  the  new  society  was  held  in  February. 

The  first  officers  were:  Dr.  Guiteras,  president;  Dr.  William  K.  Otis, 
vice-president;  Dr.  Fred  C.  Vallentine,  secretary,  and  Dr.  John  Vander 
Pool,  treasurer.  These  officers  were  elected  for  a  period  of  two  years,  and 
after  that  the  elections  were  to  occur  annually. 

The  members  who  were  founders  of  the  American  Urological  Associ- 
ation were  the  president  and  the  other  officers,  Dr.  Winfield  Ayres,  Dr.  Otis 
K.  Newell,  Dr.  M.  Guillen,  Dr.  George  Blanchard,  Dr.  C.  L.  Begg,  Dr. 
L.  Brcmmerman,  Dr.  Follen  Cabot,  Dr.  Martin  Esceverria,  Dr.  Robert  H. 
Green,  Dr.  Forbes  Hawkes,  Dr.  John  W.  McGowan,  Dr.  A.  D.  Mabie, 
Dr.  G.  A.  Saxe,  and  Dr.  Terry  M.  Townsend.  During  the  next  three 
months  the  society  grew  in  New  York  until  it  numbered  fifty  members. 


337 


338       AMERICAN  JOURNAL  OF  UROLOGY 


The  first  annual  meeting  was  held  in  Saratoga  in  June,  1902.  It  was 
a  great  success,  and  while  the  society  heretofore  had  consisted  of  but  fifty 
men,  all  from  New  York,  over  fifty  more  were  taken  in  from  other  parts 
of  the  country,  making  a  national  Association  of  more  than  one  hundred 
members.  The  next  meeting  was  held  at  New  Orleans  in  the  following 
year,  where  over  fifty  physicians  and  surgeons  were  made  members. 

In  the  following  year  the  Chicago  Urological  Society  was  taken  in  as 
a  branch,  but  was  permitted  to  retain  its  autonomy.  The  third  annual 
meeting  was  held  in  Atlantic  City  last  year,  at  which  time  the  Association 
reached  two  hundred  in  number,  and  at  the  present  writing  it  has  from  two 
hundred  and  fifty  to  three  hundred  on  the  roll. 

The  New  York  Genitourinary  Society  had  been  confined  to  the  narrow 
branch  which  its  name  signifies,  and  considered  only  diseases  of  the  geni- 
tourinary tract  in  the  male.  The  Urological  Association  cut  out  most  of 
the  genital  part  of  genitourinary  diseases,  although  it  increased  the  scope  of 
its  work  in  other  ways.  V  enereal  diseases,  with  the  exception  of  urethral 
infections  and  lesions,  were  debarred  and  genital  diseases,  excepting  such  as 
have  an  influence  over  the  urinary  organs,  were  not  considered.  On  the 
other  hand,  diseases  of  the  urinary  tract  in  women  were  considered  equally 
as  important  as  those  of  men,  and  many  of  the  leading  gynecologists  of  the 
country  interested  in  urinary  work  in  the  female  were  made  members.  A 
number  of  pathologists  working  in  urinology,  in  the  pathology  of  the  uri- 
nary organs,  and  in  the  bacteriology  of  the  urinary  infections  joined  the 
Association.  General  surgeons  interested  in  kidney  and  bladder  work,  as 
well  as  medical  men  engaged  in  the  study  of  nephritis  and  in  the  urinary 
diseases  dependent  upon  changes  in  the  urine,  were  admitted. 

This  change  gave  a  wide  scope  to  the  work  of  the  society,  and  placed 
it  in  a  position  where  the  different  subjects  could  be  discussed  from  many 
sides.  It  was  thought  at  first  that  the  Association  was  a  rival  of  the  Ameri- 
can Genitourinary  Association.  This  was  not  so,  however,  as  the  scope  of 
the  society  was  quite  different.  This  was  emphasized  at  all  the  meetings 
that  were  held,  and  papers  on  all  genital  diseases  other  than  those  of  the 
prostate  and  on  all  venereal  diseases  excepting  those  of  the  urethral  were  not 
permitted  to  go  on  the  programme. 

The  American  Medical  Association,  noticing  the  growth  of  the  new 
organization,  and  seeing  that  a  number  of  its  members  belonged  to  it,  in- 
vited the  Urological  Association  to  join  its  ranks  as  a  Section.  This  the 
Urological  Association  was  not  inclined  to  do,  as  it  was  devoting  a  certain 
part  of  the  annual  receipts  from  the  dues  paid  in  to  the  entertainment  of  the 
Association,  and  also  because  it  had  set  aside  a  certain  amount  of  money  for 
the  publishing  of  its  yearly  Transactions  in  book  form.  The  Association  felt 
that  if  it  became  a  Section  of  the  American  Medical  Associaton  it  would 
lose  its  identity,  that  the  dues  would  go  into  the  latter's  treasury,  that 
it  would  lose  the  entertainment  that  it  had  been  in  the  habit  of  having,  and 
that  it  would  not  be  able  to  have  published  Transactions. 

At  the  last  annual  meeting  of  the  Association,  held  in  Atlantic  City,  a 
proposal  was  made  by  one  of  the  New  York  publishing  houses  to  start  a 
journal  under  the  auspices  of  the  society,  to  be  called  the  American  Urologi- 
cal Journal.  A  certain  percentage  of  the  dues  of  the  Association  was  to  be 
paid  to  the  publisher,  in  lieu  of  which  the  different  members  were  to  receive 
the  Journal  free.  It  was  also  understood  that  the  articles  presented  at  the 
yearly  meetings  would  be  given  to  the  journal  for  publication.  These 
articles  were  to  be  published  at  the  end  of  the  year  as  the  Transactions,  a 
bound  copy  of  which  was  to  be  given  to  each  member  of  the  society. 

Unfortunately,  however,  all  the  members  of  the  Association  did  not 
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fulfill  their  promises  to  have  their  papers  published  in  the  Journal  of  Uro- 
logy, so  it  is  feared  that  many  of  them,  will  not  appear  in  the  Transactions. 

The  publishing  of  a  number  of  the  papers  elsewhere  has  deprived  the 
Journal  of  many  original  articles,  which  it  had  depended  upon,  so  that  the 
editor  has  been  compelled  to  seek  such  articles  elsewhere,  and  he  has  ob- 
tained them  from  various  well  known  authors  in  this  country  and  abroad. 
This  has  added  to  the  tone  of  the  journal,  but  it  has  also  made  a  complica- 
tion, in  that  our  Transactions,  instead  of  being  complete  and  including  the 
papers  of  the  annual  meeting  with  the  discussions,  will  contain  but  a  few 
of  those  read  at  the  Atlantic  City  meeting. 

This  is  lamentable  in  a  way,  and  brings  up  a  question  that  must  be 
considered,  and  thoroughly  gone  over  at  the  coming  meeting  in  Portland. 
Will  the  different  memberswho  provide  papers  keep  faith  and  publish  them  in 
the  journal  of  the  Association,  or  must  the  Journal  continue  to  seek  most  of 
its  articles  elsewhere?  If  the  members  do  not  contribute  their  papers  to  the 
Journal,  the  discussions,  a  most  interesting  feature  of  the  Transactions, 
cannot  be  used.  During  the  last  year,  pages  and  pages  of  discussions  sent 
in  by  the  reporter  of  the  annual  meeting  have  had  to  be  laid  aside  because 
the  papers  on  which  they  depended  had  been  published  elsewhere. 

Another  question  is,  is  it  advisable  to  have  Transactions  at  all? 
Would  it  not  be  better,  perhaps,  to  have  the  monthly  journal  contain  all 
the  articles  read  at  the  annual  meeting?  I  am  inclined  to  believe  from  the 
prosperous  condition  of  the  American  Medical  Association,  that  it  is,  per- 
haps, wiser  to  have  the  Journal  take  the  place  of  Transactions,  and  to 
stipulate  with  the  publisher  that,  for  a  nominal  fee,  at  the  end  of  the  year 
the  Journals  will  be  bound  and  presented  to  the  different  members  of  the 
society  as  an  indexed  volume,  containing  a  copy  of  the  constitution  and  by- 
laws and  an  up-to-date  list  of  the  members  of  the  Association,  with  their 
addresses. 

In  case  the  American  Urological  Journal  should  be  the  only  medium 
of  publication  of  the  Transactions  of  the  yearly  meeting,  the  secretary  of  the 
Association  should  be  in  the  closest  possible  touch  with  the  editor  of  the 
Journal  and  with  the  publisher,  and  the  secretary  should  understand 
thoroughly  the  relations  between  the  Association  and  the  Journal. 

Again,  the  Journal  should  be  used  for  the  purpose  of  enlarging  the 
Association,  and  any  one  subscribing  for  the  Journal,  if  desirous  of  becoming 
a  member  of  the  Association,  and,  if  found  to  be  a  desirable  man,  might  be 
admitted  by  the  Committee  on  Admissions. 

The  Journal  of  the  Association  has  certainly  far  exceeded  the  most 
sanguine  hopes  entertained  by  the  members  of  the  Association.  It  is  a 
journal  of  good  appearance  and  size,  well  printed,  well  illustrated,  and  from 
the  first  has  been  a  production  to  be  proud  of.  I  feel,  however,  that  many 
of  the  members  of  the  society,  probably  thinking  that  the  publication  would 
be  an  inferior  one,  with  a  limited  circulation,  have  published  their  articles 
elsewhere,  in  order  to  place  them  in  journals  where  they  will  command 
greater  attention.  There  should,  however,  be  more  amour  propre  among 
the  members  of  the  society  and  it  is  hoped  that  in  the  future  they  will  pledge 
themselves  to  support  the  Journal,  and  keep  their  pledges. 

Another  important  matter  to  bear  in  mind  for  the  future  welfare  of 
the  Association,  is,  that  the  object  of  the  society  shall  remain  the  same.  At 
the  yearly  meeting  only  diseases  and  injuries  of  the  urinary  tract  and  their 
treatments  should  be  considered.  And,  on  all  committees  physicians,  sur- 
geons, gynecologists,  and  genitourinary  specialists  should  be  equally  rep- 
resented. 

New  York,  June  15,  1905. 


THE  PRESENT-DAY  STATUS  OF  TUBERCULOSIS  OF 
THE  MALE  GENITAL  ORGANS. 


By  Dr.  Ernst  R.  W.  Frank,  Berlin. 


Translated  from  the  German  by  Frederic  Bierhoff,  M.D.,  New  York. 

"  Parmi  les  affections  en  apparence  etrangeres  a  1'appareil  urinaire,  il  en 
est  une,  la  tuberculose,  dont  il  faudra  souvent  vous  preoccuper.  Que  les 
phthisiques  averes  soient  atteints  parfois  de  troubles  urinaires,  c'est  un  point 
incontestable;  mais,  fait  beaucoup  plus  important,  et  peu  connu,  ces  memes 
accidents  urinaires  peuvent  se  montrer  a  une  periode  prodromique  et  etre 
premonitoires,  pour  ainsi  dire,  des  phenomenes  thoraciques.  Que  cette 
donnee  soit  toujours  presente  a  votre  esprit ;  qu'elle  le  soit  surtant  quand 
vous  vous  trouverez  en  presence  des  sujets  ayant  de  vingt  a  trente-cinq  ans 
et  suffrant  de  la  vessie  sans  cause  appreciable.  Examinez  l'etat  de  la 
thorax,  palpez  avec  soin  les  epididymes,  explorez  la  prostate  et  les  vesicules 
seminales.  Examinez  aussi  le  passe  du  sujet.  Informez-vous  des  mani- 
festations scrofuleuses  de  son  enf ance ;  recherchez  l'etat  de  sante  de  ses 
parents  et  de  ses  proches." — Felix  Guyon. 

/^LTHOUGH  urogenital  tuberculosis  has  been  known  for  a 


long  time  and  is  described  in  a  large  number  of  text- 


books,  and  although  a  considerable  number  of  more  or 
less  extensive  monographs  have  taken  up  this  topic,  nevertheless 
it  has  only  been  in  the  most  recent  times  that  the  attention  has 
been  paid  to  this  weighty  chapter  which  it  merits  as  well  from  the 
scientific  as  from  the  practical  point  of  view.  With  justice  and 
right  Heiberg  points  out  that:  "  On  the  one  hand,  in  this  organic 
system  it  is  possible  to  demonstrate  the  local  origin  and  the  suc- 
cessive propagation  of  tuberculosis  as  it  is  nowhere  else,  and  that, 
on  the  other  hand,  we  have  here  a  field  for  therapeutic  interference 
which  ought  to  be  made  to  depend  upon  the  recognition  of  the 
process  as  of  a  protopathic  or  deuteropathic  nature." 

The  question  of  the  primary  or  secondary  occurrence  of 
urogenital  tuberculosis,  its  frequency,  the  determination  of  the 
age  at  which  it  usually  occurs,  the  ratio  in  which  men  and  women 
are  attacked,  all  these  points  require,  for  a  precise  answer,  flaw- 
less statistics,  including,  on  the  one  hand,  tuberculosis  of  the 
pulmonary  organs  and  bones,  and,  on  the  other  hand,  tuberculosis 
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of  the  urogenital  system,  and  taking  into  consideration  the  results 
of  clinical  observations  as  well  as  autopsies.  In  view  of  the  lively 
interest  which  at  the  present  day  is  being  given  to  all  the  chapters 
of  tuberculosis,  we  may  hope  that  such  statistics  will  be  made  in 
the  near  future.  At  the  present  time  they  do  not  exist,  and  we 
must  be  satisfied  with  the  figures  shown  by  solitary  tables  based 
upon  the  study  of  large  material. 

In  the  examination  of  4710  autopsy  reports  of  the  Berlin 
Pathological  Institute,  Posner  1  found  urogenital  tuberculosis 
noted  in  4  per  cent  of  all  the  cases,  and  the  ratio  of  this  to  tuber- 
culosis in  general,  25  per  cent.  Neelsen  and  Krzywicki  2  found,  in 
1250  autopsies,  tuberculosis  in  499  instances,  and  among  them  25 
cases  of  urogenital  tuberculosis,  or  5  per  cent.  In  2858  autopsies 
Heiberg  z  found  urogenital  tuberculosis  in  84  instances,  and  Sax- 
torph  4  in  10016  autopsies,  in  547  instances. 

The  question  of  the  age  of  those  affected  with  urogenital 
tuberculosis  may  be  answered  by  saying  that  the  disease  may 
occur  at  any  age.  It  has  been  found  in  the  newly-born,  and  in  the 
eighty-year-old  man,  but  occurs  most  frequently  between  the 
twentieth  and  thirty-fifth  years,  or,  in  other  words,  during  the 
period  of  strongest  sexual  activity. 

Saxtorph  found  in  his  547  cases,  miliary  tuberculosis  in  346, 
and  chronic  urogenital  tuberculosis  in  201;  instances.  The  latter 
occurred  as  a  genital  tuberculosis  alone  in  74  cases,  42  in  men, 
and  32  in  women;  as  a  tuberculosis  of  the  urinary  tract  alone  in 
42  cases,  and,  finally,  as  a  urogenital  tuberculosis  in  89  cases,  74 
in  men  and  15  in  women.  Heiberg  found  genital  tuberculosis 
alone,  of  his  84  cases,  in  3  1  instances,  1 8  in  men  and  1 3  in  women ; 
tuberculosis  of  the  urinary  tract  in  18  instances,  8  in  men  and  10 
in  women;  and,  finally,  urogenital  tuberculosis  in  35  instances,  23 
in  men  and  12  in  women.  From  these  figures  a  preponderance 
of  combined  urogenital  tuberculosis,  in  the  male,  may  easily  be 
seen,  a  fact  which  is  in  accordance  with  the  anatomical  conditions. 
Furthermore  they  prove  that  tuberculous  disease  of  the  urinary 
tract  is  far  rarer  in  the  female  than  is  genital  tuberculosis.  That 
may  be  seen  in  the  observations  of  Krzywicki,  Stolper  and  Kliene- 
berger."'  The  last-named  pursued  his  investigations  on  the  autopsy 
material  of  the  Pathological  Institute,  in  Kiel,  and  found,  in  54 
cases  of  urogenital  tuberculosis,  in  females,  both  systems  diseased 
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in  29  cases,  the  genital  tract  alone  in  17,  and  in  only  8  instances 
the  urinary  tract  alone. 

The  question  whether  tuberculosis  of  the  urinary  and  genital 
organs  occurs  primarily,  or  only  secondarily,  i.  e.,  as  a  sequel  of 
an  already  existing  pulmonary  or  bone  tuberculosis,  Virchow  has 
answered  by  saying  that  tuberculosis  of  the  testis  as  well  as 
extended  urogenital  tuberculosis  may  occur  protopathically, 
without  a  preceding  pulmonary  tuberculosis.  Urogenital  tuber- 
culosis is,  in  the  large  majority  of  cases,  certainly  a  deuteropathic 
disease.  In  84  cases  of  urogenital  tuberculosis,  Heiberg  found 
the  origin  primary  in  29,  secondary  in  55.  Although,  as  a  result 
of  the  facts  contributed  in  the  literature  on  the  subject,  the  pos- 
sibility of  the  primary  occurrence  of  the  disease  is  not  to  be 
doubted,  nevertheless  we  may  not  under-estimate  the  extraordinary 
difficulty  which  exists,  on  the  one  hand,  in  that  it  is  frequently 
hardly  possible  to  prove,  or  exclude  the  presence  of  hidden  foci 
in  the  body,  and  in  that,  on  the  other  hand,  the  traces  of  a  long- 
healed  tuberculosis  may  be  so  obscured  that  their  presence  may 
not  be  proven,  even  at  autopsy. 

By  purely  clinical  means  it  is  hardly  possible  to  bring  proofs 
of  the  protopathic  form;  only  exact  anatomical  examination  is 
able  to  give  us  relatively  positive  information.  In  many  cases  of 
urogenital  tuberculosis  no  trace  of  a  former  tuberculosis  of  any 
organ  is  present;  in  others  there  is  a  connective  tissue  scar  at  the 
apex  of  the  lung,  a  hardly  noticeable  bone-scar,  or  signs  of  a  for- 
mer scrofula.  According  to  Heiberg's  view,  if  these  conditions 
are  healed,  and  if  the  former  tuberculosis  may  also  be  looked 
upon  as  entirely  extinguished,  then  we  may  regard  the  urogenital 
tuberculosis  as  primary.  If  we  look  at  this  view  in  the  light  of 
the  fact  that  tubercle  bacilli  may  lie  dormant  for  many  years  in 
old  scars,  and  that,  if  these  be,  through  trauma  or  some  other 
acute  process,  called  into  activity,  they  may  flood  and  infect  the 
organism  anew,  then  we  cannot  accept  it  without  question.  At 
the  same  time,  unquestionable  cases  of  protopathic  infection  of 
the  urogenital  organs  have  been  observed,  which  have  frequently 
affected  particularly  strong,  healthy  individuals.  The  favorable 
and  lasting  results  of  early  surgical  intervention  speak  in  favor  of 
the  belief  of  a  primary  focus. 

On  the  basis  of  his  large  personal  experience,  J.  Israel  states, 
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in  his  surgical  clinic  for  diseases  of  the  kidney,  that  in  a  large 
number  of  the  cases  of  tuberculosis  of  the  urinary  tract,  the  kidney 
is  the  only,  or  the  first  affected  of  the  organs  of  this  system. 
Surgical  autopsy,  cystoscopy  and  clinical  observation  have  proven 
the  presence  of  primary  renal  tuberculosis. 

In  205  cases  Saxtorph  found  the  kidney  primarily  diseased 
in  23,  Collinet G  in  70  cases,  10  times. 

The  next  most  frequent  primary  localization  of  urogenital 
tuberculosis  is  in  the  testis  and  epididymis.  Saxtorph  found  it 
10  times  in  205  cases,  Collinet  9  times  in  70  cases,  Heiberg  15 
times  in  84  cases. 

Primary  tuberculosis  of  the  prostate  was  already  found  by  the 
older  observers;  Beraud  7  and  Robin,  Vidal,8  Pitha,  Thompson  9 
describe  it.  More  reliable  are  the  observations  of  Socin,10 
Krzywicki,  Burckhardt,  Orth  and  Marwedel.11  Saxtorph  found, 
among  his  205  cases,  9  cases  of  primary  tuberculosis  of  the  pros- 
tate, and  this  case  the  only  manifest  localization  in  the  entire 
body.  Collinet  found  the  prostate  gland  primarily  diseased  in 
2  cases  out  of  70,  and  Heiberg  in  1 1  cases  out  of  84. 

Primary  involvement  of  the  seminal  vesicles  Saxtorph  found 
in  2  cases,  Heiberg  in  8. 

Primary  tuberculosis  of  the  bladder  and  urethra  has  not,  up 
to  the  present,  been  found  with  absolute  certainty. 

From  the  above-mentioned  figures  the  conclusion  is  to  be 
drawn  that  the  prostate  and  seminal  vesicles  are  seldom  primarily 
diseased;  in  most  cases  they  are  secondarily  affected  by  the  tuber- 
culous process,  in  connection  with  an  already  existing  primary 
tuberculosis  of  the  kidney,  or  the  testis.  Although  the  course  of 
urogenital  tuberculosis  is  practically  the  same  in  the  primary  and 
the  secondary  disease,  there  is  a  distinct  difference  shown  in  the 
localization  of  the  process.  Since  in  all  cases  of  deuteropathic 
disease  the  bacilli  reach  the  urogenital  tract  by  way  of  the  blood, 
and  leave  it  in  the  urine,  therefore  the  urinary  organs  are  more 
frequently  attacked  than  is  the  case  with  the  primary  localization 
of  the  disease.  Heiberg  found  the  urinary  organs,  in  primary 
urogenital  tuberculosis,  attacked  in  13.8  per  cent  of  the  cases;  in 
the  secondary  form,  in  25.5  per  cent. 

If  we  examine  the  various  statistical  tables,  with  regard  to 
the  relative  frequency  of  the  occurrence  of  tuberculous  involve- 
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ment  of  the  separate  organs,  we  find  the  kidneys  and  testes  or 
epididymes  most  frequently  involved,  then  follow  the  prostate, 
seminal  vesicles,  posterior  urethra,  bladder,  anterior  urethra. 

It  is  of  prime  importance  to  determine,  as  a  basis  for  the 
consideration  of  the  therapy  of  these  diseases,  what  are  the  points 
of  entrance  of  the  infection,  and  what  are  the  ways  in  which  the 
infection  enters  the  different  organs  of  the  urogenital  tract.  Here 
we  must  remember  Virchow's  words,  that  it  "  is  so  unusually 
important  a  point  in  practice,  that  it  is  necessary  in  almost  all  the 
forms  of  the  dyscrasia  to  determine  its  local  origin  and  external 
cause."  For  the  recognition  of  the  routes  which  the  tuberculous 
infection  follows  in  the  urinary  and  genital  tracts,  for  the  deter- 
mination of  the  so  weighty  question  whether  the  infection  be  an 
ascending,  or  a  descending,  it  is  necessary  to  briefly  consider  the 
course  and  result  of  tuberculous  infection  in  the  various  organs. 
With  regard  to  the  female  genital  organs,  we  would  refer  the 
reader  to  the  gynecological  works.  Tuberculous  disease  of  the 
female  urinary  tract  will  be  considered  with  the  remarks  upon 
this  disease  in  the  male.  This  separate  consideration  of  urogenital 
tuberculosis  in  the  female  is  just,  since  both  systems  in  the  female 
are  absolutely  independent  of  each  other,  and  their  normal 
anatomical  as  well  as  pathological  relations  are  not  so  exceedingly 
close,  so  that  the  tuberculous  process  may  run  a  purely  coordinate 
course  in  the  two  systems.  In  the  male,  on  the  contrary,  the 
relations  between  urinary  and  genital  organs  are  close  and  intri- 
cate. Since  the  urethral  canal  forms  the  passage  of  entrance  to 
both  the  genital  glands  and  the  kidney,  or  rather  to  the  excretory 
ducts  of  both,  therefore  it  depends  upon  this  anatomical  relation- 
ship that  diseases  of  the  one  system  almost  without  exception 
affect  the  other  also;  consequently,  both  in  the  diagnostic  as  well 
as  in  the  clinical  relation,  both  systems  must  be  taken  into  account. 

This  duality  of  the  male  urethra,  upon  which  Guyon  12  has 
justly  placed  great  value  in  the  embryological,  physiological  and 
pathological  direction,  becomes  particularly  prominent  in  tuber- 
culous disease  of  the  urethra.  Tuberculosis  of  the  posterior 
urethra  is  a  very  frequent  and  usual  localization,  which  is  seldom 
wanting  in  cases  of  long-standing  urogenital  tuberculosis.  It  is 
almost  always  accompanied  by  tuberculosis  of  the  prostate,  the 
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seminal  vesicles  and  the  vesical  neck,  as  would  be  expected  from 
the  anatomical  fact  that  the  posterior  urethra  forms  a  crossways 
for  both  systems.  To  this  must  be  added  that  the  anatomical 
conditions  of  the  posterior  urethra  are  such  that  they  offer  a  much 
greater  chance  for  the  infection  to  enter  and  lodge,  than  is  the 
case  in  the  anterior  urethra. 

Tuberculosis  of  the  anterior  urethra  is  a  comparatively  rare 
disease,  which  frequently  escapes  clinical  observation,  but  is  by  no 
means  so  exceptional  as  is  still  believed  by  many.  It  is  described 
by  Rayer,13  Ricord,  Dufour,14  Soloweirschnik,1"'  Muron,  Garin, 
Couillard,10  Marignac,  Vetlesen,17  Kauffmann,  Langhans,18 
Michaut,19  Stone,-"  Kraske,21  Englisch,22  Guyon,12  Guelliot,23 
Van  Brown,  Rendu,  Chenet,  Nickaus,  Orth,  Clauss,24  Nockher,23 
Ahrens,20  Barbet,27  Cordier,  Poncet,  Coignet,28  Mourtrier,29 
Moizard  et  Bacaoglu,30  Alexander,  Berard  et  Trillat,  Marwedel, 
Steinthal,31  Halle  et  Motz,32  Heiberg,  Pavel,  Seelig,33  Wick- 
ham,  Gastou,34  Burckhardt,3"'  Hartmann,30  Lecene  et  Prat.37 
This  difference  in  frequency  between  males  and  females  points 
clearly  to  the  already  mentioned  etiological  influence  of  tuber- 
culosis of  the  posterior  urethra,  prostate  gland  and  seminal 
vesicles  upon  tuberculous  infection  of  the  anterior  urethra. 

We  find  the  affection  most  frequently  during  youth  and 
early  manhood. 

It  is  doubtful  whether  primary  tuberculosis  of  the  anterior 
urethra  occurs,  in  spite  of  Cornet's  opposite  view.  Cases  of  infec- 
tion of  the  preputial  stump,  following  ritual  circumscision,  do 
not  belong  in  this  category.  Even  the  cases  of  Kraske,  and  of 
Halle  and  Motz,  in  which  no  other  foci  could  be  found  by  clinical 
observation,  are  wanting  in  anatomical  proof.  Usually  tuber- 
culosis of  the  anterior  urethra  is  secondary,  and  of  hematogenous 
origin.  It  offers  but  few  points  for  clinical  observation,  pain  on 
urination,  hemorrhage  from  the  urethra,  strictures  without  pre- 
ceding gonorrhea,  or  trauma,  sero-purulent  discharge,  which  may 
for  a  long  time  contain  no  tubercle  bacilli,  or  may  contain  them. 
Microscopic  examination,  the  passage  of  sounds  and  palpation 
may  lead  to  the  recognition  of  these  symptoms.  Urethroscopy 
offers  greater  chances  of  success,  although  it  is  unfortunately  still 
practised  too  infrequently.    Oberlander  reports  upon  foci  in  the 
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posterior  urethra ;  Burckhardt  saw  tuberculous  ulcerations  by 
means  of  the  endoscope,  three  times  in  the  anterior  urethra,  and 
Seelig  once. 

In  part,  these  processes  may  cicatrize  spontaneously,  as  is 
proven  by  the  strictures  of  tuberculous  origin,  which  have 
repeatedly  been  positively  seen.  Frequently,  however,  suppura- 
tion and  the  formation  of  a  fistula  result,  and  here  surgical  inter- 
ference is  of  great  help.  Incision,  curettage,  and  in  case  of  neces- 
sity, partial,  or  total  amputation  have  given  permanent  results  in 
a  large  number  of  cases,  as  has  the  extirpation  of  the  tuberculous 
Cowper's  glands  by  way  of  the  perineum.  Naturally,  co-existent 
foci  in  the  upper  division  of  the  urogenital  tract  must,  at  the  same 
time,  receive  the  necessary  attention. 

The  posterior  urethra  offers  particularly  favorable  oppor- 
tunities for  tuberculous  involvement,  and  Halle  and  Motz  were 
able,  in  their  excellent  investigations,  to  demonstrate  severe  and 
extensive  changes  in  this  region.  In  72  autopsies,  chiefly  on 
severe  forms  of  urogenital  tuberculosis,  in  only  5  did  they  find  no 
changes  in  the  posterior  urethra.  In  the  remaining  67  cases, 
there  was,  in  addition  to  disease  of  the  prostate  and  seminal 
vesicles,  involvement  of  the  pars  membranacea  alone  in  3  cases, 
and  of  the  pars  prostatica  alone  in  9  cases.  Alone  and  primarily 
the  pars  membranacea  is  never  diseased;  we  always  find,  in  addi- 
tion, changes  in  the  pars  prostatica  and  its  adnexa.  The  changes 
hardly  ever  extend  over  to  the  anterior  urethra,  while  inversely, 
with  tuberculous  infection  of  the  anterior  urethra  we  usually  also 
find  foci  in  the  pars  membranacea,  so  that  we  may  say  that  tuber- 
culous lesions  of  the  urethra  diminish  in  frequency  and  intensity 
from  the  rear  to  the  front.  All  forms  of  tuberculosis  of  the 
mucous  membrane  occur,  from  mild  granulation  to  the  most  severe 
ulcerative  destruction  and  cheesy  degeneration  with  the  forma- 
tion of  cavities,  usually  in  conjunction  with  destructive  changes 
in  the  prostatic  portion  of  the  urethra.  Disease  of  Littre's  and 
Cowper's  glands  may  lead  to  partciularly  extensive  destruction, 
as  has  been  described  by  Englisch,  Tapret,:!s  Couillard.  Depres 
and  Hartmann.  Only  timely  incision,  or  excision,  can  prevent 
abscess  formation,  which  usually  ends  in  the  formation  of  cheesy 
cavities.  The  production  of  scars  and  strictures  occurs  relatively 
seldom  in  the  pars  membranacea.    Much  more  frequent  are  pro- 
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gressive,  ulcerative  processes,  which  may  also  make  the  passage 
of  instruments  very  difficult. 

In  the  pars  prostatica  the  occurrence  of  tuberculous  affec- 
tions without  involvement  of  the  prostate  belongs  to  the  greatest 
rarities.  Halle  and  Motz  found  it  diseased  only  once  out  of  67 
cases.  The  disease  may  occur  here  primarily  as  well  as  sec- 
ondarily, naturally  always  deuteropathically. 

The  secondary  lesions  originate  from  direct  contact  with 
prostatic  and  seminal  vesicular  foci,  and  are  always  of  severe 
nature.  The  primary  lesions,  which  originate  without  direct 
connection  with  the  foci  of  the  above-named  adnexa,  are  much 
more  frequent.  In  the  posterior  urethra,  all  the  etiological  con- 
ditions favorable  for  the  origin  of  the  infection,  are  combined. 
Here  direct  inoculation  upon  the  mucous  membrane  can  most 
easily  occur.  Added  to  the  smaller  mucous  glands  lying  in  the 
mucous  membrane,  are  the  numerous  excretory  ducts  of  the  pro- 
static gland  tubules.  Since  the  urethra  is  surrounded  by  the 
prostate  as  with  a  ring,  therefore  the  mucous  membrane  is  per- 
forated, like  a  sieve,  in  its  entire  circumference.  Furthermore, 
the  three  openings  of  the  caput  gallinaginis  come  under  con- 
sideration, the  ductus  ejaculatorii,  and  the  utriculus  masculinus, 
whose  sinuous  prolongation,  again,  contains  100-120  of  the 
smallest  glands.  Finally,  also,  the  seminal  vesicles  come  under 
consideration,  convoluted,  long,  blind  sacs,  with  lateral  diver- 
ticula, lying  at  the  junction  of  the  vasa  deferentia  and  the  ductus 
ejaculatorii.  Within  them  the  sperma,  coming  from  the  testes 
through  the  vas  deferens,  is  collected  to  empty  itself  from  the  full 
reservoirs  into  the  urethra,  on  occasion.  Into  this  portion  of  the 
urethra,  which  may  be  termed  the  urogenital  crossways,  flow 
secretions  from  three  sources.  Urine  containing  bacilli  from 
tuberculous  renal  foci,  sperma  containing  bacilli  from  testis  and 
seminal  vesicle,  and  finally  the  contents  of  tuberculously  infected 
prostatic  gland-canals.  In  order  to  avoid  unnecessary  repetitions, 
the  tuberculous  manifestations  showing  themselves  here  will  be 
spoken  of  in  conjunction  with  those  of  the  prostate  and  seminal 
vesicles.  The  fact  must,  however,  be  emphasized  here,  that  it  is 
possible,  with  the  aid  of  the  urethroscope,  to  diagnose  these 
tuberculous  lesions  even  at  the  beginning,  and  to  treat  them 
accordingly.    Burckhardt,39  Oberlander  and  others  have  seen 
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granulations,  minute  cheesy  foci,  ulcerations  and  pseudo-mem- 
branes in  the  folds  and  niches  in  front  of  and  behind  the  caput 
gallinaginis.  It  was  possible  to  demonstrate  the  presence  of  tu- 
bercle bacilli  in  the  purulent  secretion  of  the  diseased  excretory 
ducts  of  the  glands.  The  tuberculous  process  finds  particularly 
favorable  conditions  for  localization  and  spreading,  in  the  adnexa 
of  the  posterior  urethra.  The  prostate  is  penetrated  by  the 
ductus  ejaculatorii  and  the  urethra.  Secretion  containing  bacilli 
may  reach  the  point  from  the  kidney  as  well  as  from  the  testis. 
The  parenchyma  of  the  prostate  offers  the  bacilli  the  best  oppor- 
tunity for  a  foothold  and  to  increase,  as  is  the  case  with  secre- 
tory glands  in  general.  In  addition  to  this  secondary  involvement 
of  the  prostate,  which  is  the  most  frequent  form,  it  may  be 
affected  primarily,  and  alone.  Marwedel  and  Krzywicki  have 
seen  a  number  of  such  cases.  In  15  cases  of  miliary  tuberculosis, 
Krzywicki  found  old  cheesy  foci  in  the  prostate  in  three.  The 
prostate  inclines  very  readily  to  take  up  all  products  of  disease. 
Weigert  calls  it  a  reservoir  for  such  substances  because  of  its  fre- 
quent involvement  in  pyaemic  and  septic  processes,  as,  for  instance, 
glanders.  It  is  a  known  fact  that  gonorrhea  has  a  predilection 
to  locate  in  the  prostate  gland,  thus  acting  as  a  pre-disposing 
factor  for  tuberculosis,  a  point  which  will  be  more  fully  discussed 
at  another  place.  In  the  large  majority  of  cases,  the  tuberculosis 
of  the  prostate  is  secondary,  starting  from  a  focus  in  the  lung, 
or,  more  frequently,  the  bony  system,  or  the  kidney.  As  a  result 
of  the  afore-mentioned  anatomical  conditions,  the  tuberculous 
process  may  assume  a  particularly  destructive  and  progressive 
character  in  the  prostate.  Basing  his  findings  upon  the  statistics 
of  Simmonds,41  Oppenheim,42  Collinet,  Krzywicki  and  himself, 
Burckhardt  has  found  that  the  prostate  is  diseased  in  73  per  cent  of 
the  cases  of  urogenital  tuberculosis.  Jullien  and  Desnos  43  give 
even  higher  figures.  In  72  autopsies  on  cases  of  urogenital 
tuberculosis,  Halle  and  Motz  found  the  prostate  diseased  in  59. 

[To  be  continued.] 
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ORMERLY  gonorrhea  was  regarded  as  being  more  or  less 


of  a  constitutional  disease,  and  it  was  not  until  the  days  of 


Ricord  and  his  school  that  it  was  considered  as  a  local 
catarrh  of  the  genito-urinary  mucous  membrane,  which  belief 
obtained  until  after  Neisser  had  discovered  the  gonococcus.  In 
consequence  of  the  discovery  of  this  bacterium,  many  gonorrheal 
affections  of  the  joints  which  were  formerly  considered  as  meta- 
static, have  now  been  referred  to  absorption  of  the  gonococcus 
and  its  deposit  in  the  various  tissues,  the  doctrine  of  metastasis 
being  given  up  in  favor  of  the  belief  that  these  symptoms  are 
really  constitutional,  rather  than  migratory. 

Within  the  last  ten  years  or  more  so  many  cases  have  been 
reported  of  affections  of  the  various  tissues  and  organs  attendant 
upon,  if  not  absolutely  due  to  gonorrhea,  that  it  seems  difficult 
to  avoid  the  conclusion  that  there  are  probably  two  varieties  of 
gonorrhea;  one,  the  older,  a  local  catarrhal  affection  now 
called  urethritis;  the  other,  a  possibly  constitutional  disease, 
which  is  known  as  gonorrhea  and  due  to  the  presence  of  the 
gonococcus.  In  other  words,  the  old  theory  of  the  virulent  and 
benign  forms  of  this  disease  are  beginning  again  to  gain  favor. 
To  put  this  matter  clearly  before  my  readers,  I  propose  to  com- 
pare it  with  the  one  generally  recognized  and  admittedly  consti- 
tutional venereal  disease,  to  wit,  syphilis,  and  see  how  far  the  two 
diseases  are  similar,  and  in  what  points  they  differ. 

To  draw  the  line  distinctly,  let  us  bear  in  mind  what  is 
considered  as  a  local  disease  and  what  is  a  constitutional  one. 
The  local  affection  is  held  at  the  present  day  to  be  one  where  the 
symptoms  are  confined  to  the  site  of  the  original  infection,  and  if 
it  extends  beyond  that,  it  does  so  by  only  contiguity;  that  is  to  say, 
it  extends  to  the  parts  distant  from  the  original  seat  of  the  trouble 
only  when  these  parts  are  covered  by  the  same  tissues  as  the  orig- 


349 


350      AMERICAN  JOURNAL  OF  UROLOGY 


inal  focus  of  the  disease ;  but  when  this  condition  does  not  obtain 
the  disease  is  no  longer  local  but  constitutional.  In  constitutional 
infection,  although  the  disease  has  a  local  starting  point,  the 
infecting  medium,  which,  for  want  of  a  better  term  has  been  called 
virus,  is  more  or  less  quickly  absorbed  by  either  the  arterial  or 
lymphatic  circulation  and  is  conveyed  to  distant  parts  there  to  set 
up  disturbances  which  apparently  have  no  relation  to  the  local 
malady,  and  these  lesions  may  attack  any  portion  of  the  body. 

In  syphilis  we  have  a  local  beginning,  the  initial  lesion,  and 
in  gonorrhea  we  also  have  a  local  origin,  the  discharge,  which  is 
supposed  to  be  excited  by  the  presence  of  the  gonococcus.  This 
local  symptom  is  preceded  by  a  period  of  incubation,  which,  in 
syphilis,  varies  from  ten  days  to  four  or  more  weeks,  the  average 
time  being  about  twenty-four  days,  while  in  gonorrhea  the  period 
of  incubation  is  shorter,  generally  placed  at  about  forty-eight 
hours;  although  this  short  period  of  incubation  is  now  claimed  to 
be  present  only  in  cases  of  non-gonorrheal  urethritis,  and  it  varies 
from  this  to  eight  or  ten  days,  and  in  one  reported  case  it  lasted 
as  long  as  twenty-nine  days.  In  former  times  when  cases  of  a 
long  incubative  period  in  clap  were  reported,  the  explanation  was 
advanced  that  it  was  due  to  the  non-observance  by  patient  of  the 
initial  mucous  discharge,  or  rather  moisture,  which  exuded  from 
the  urethra  before  the  discharge  became  purulent  and  which  was 
not  associated  with  any  of  the  usual  symptoms  of  clap,  such  as 
tickling  or  irritation  in  the  anterior  portion  of  the  canal;  but  now 
that  explanation  appears  to  be  abandoned,  and  some  authorities 
maintain  that  a  genuine  period  of  incubation  exists,  which,  if 
admitted,  would  afford  one  point  of  similarity  between  the  con- 
stitutional disease,  syphilis,  and  the  supposed  local  disease, 
gonorrhea. 

Now  as  syphilis  advances,  we  have  another  period  of  incuba- 
tion, one  of  about  forty-two  days  on  an  average,  before  the  sub- 
sequent symptoms,  the  syphilids  of  the  skin  and  mucous  membrane 
make  their  appearance,  and  the  same  also  is  true  with  regard  to 
gonorrhea,  for  the  discharge  may  last  some  weeks  before  subse- 
quent symptoms  make  their  appearance,  which  they  do,  as  has 
been  stated  by  some  writers,  in  the  shape  of  eruptions  of  the  skin 
— exanthemata,  papules,  vesicles,  pustules,  urticaria  and  purpura, 
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and  after  that  the  elbow,  the  wrist,  the  ankle-joint  and  the  hip, 
and  in  some  of  them  (the  vesicles  and  pustules)  it  has  been  said 
that  the  gonococcus  has  been  discovered  in  the  secretions.  Not 
only  is  this  said  to  be  true  in  the  gonorrhea  of  adults,  but  it  is  also 
asserted  that  the  same  obtains  in  the  gonorrhea  of  the  young. 
If  this  be  so,  we  have  another  striking  resemblance  between  what 
occurs  in  syphilis  and  what  may  occur  in  gonorrhea. 

In  addition  to  these  exanthemata  abscesses  occur  in  both 
the  subcutaneous  and  intermuscular  tissues. 

So  far  as  I  know,  the  affections  of  the  mucous  membranes  in 
gonorrhea,  although  present,  have  not  been  attributed  to  any 
source  independent  of  actual  contagion,  such  as  would  obtain  by 
the  transmission  of  pus  to  mucous  membranes  either  by  the  fingers 
or  by  other  and  reprehensible  means. 

In  addition  to  these  symptoms,  we  have  also  inflammation 
of  the  joints,  notably  the  knee,  which  is  most  frequently  affected, 
Not  only  does  this  occur  as  so-called  rheumatism,  but  the  joints 
may  also  become  disorganized  by  purulent  inflammation  and 
breaking  down  of  the  tissues,  and  the  resulting  pus  which  has  been 
found  in  these  abscesses  has  been  said  not  infrequently  to  contain 
gonococci,  besides  other  bacteria.  So  far  as  I  know,  no  claim 
has  been  advanced  for  the  nocturnal  character  of  gonorrheal 
rheumatic  pains,  such  as  we  find  in  syphilis,  but  I  have  no  doubt 
that  some  ingenious  pathologist  will  sooner  or  later  discover  that 
these  pains  are  also  nocturnal  and  perhaps  not  to  be  distinguished 
from  those  of  syphilis.  These  affections  of  the  joints  in  former 
times  were  called  metastatic,  a  condition  which  was  a  stumbling 
block  to  the  advocates  of  the  local  origin  and  nature  of  the  dis- 
ease, the  believers  in  the  constitutional  character  of  gonorrhea 
arguing  that  this  metastasis  was  a  pretty  clear  proof  of  the 
presence  of  a  virus,  albeit  an  unknown  and  unobtainable  one,  the 
gonococcus  not  yet  having  been  discovered.  It  is  true  that  many 
attempts  to  establish  the  parasitic  nature  of  the  disease  were  made 
years  before  Neisser  demonstrated  his  gonococcus,  but  none  of 
them  was  susceptible  of  proof  as  a  continuous  and  regular  accom- 
paniment of  gonorrhea  and  the  theory  fell  into  discredit.  Asso- 
ciated with  affections  of  the  joints  we  frequently  have  inflamma- 
tion and  suppuration  of  synovial  membranes,  in  all  of  which  it  has 
been  stated  that  the  ubiquitous  gonococcus  is  present. 
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The  advocates  and  adherents  of  the  syphilitic  virus  aver  that 
this  virus  is  absorbed  and  taken  up  in  some  mysterious  and  as  yet 
unknown  manner  by  the  arterial  and  lymphatic  circulations  and 
we  find  the  same  statement  made  for  gonorrhea.  The  blood  of 
the  gonorrheal  patient,  it  is  declared,  has  been  found  to  contain 
the  gonococcus,  and  if  this  be  true  it  will  go  far  toward  explain- 
ing gonorrheal  infection  of  other  and  distant  organs. 

During  the  course  of  gonorrhea,  we  note  that  the  internal,  as 
well  as  the  external  organs  are  also  affected.  The  heart  is 
attacked  in  combination  with  gonorrheal  rheumatism  not  only  in 
the  form  of  a  peri — but  also  of  an  endocarditis.  It  was  not  until 
comparatively  recent  days  that  cardiac  invasion  by  gonorrhea  was 
admitted;  indeed,  for  a  long  time  it  was  maintained  that  gonor- 
rheal rheumatism  was  the  sole  form  of  rheumatism  which  was  not 
accompanied  by  cardiac  complications,  although  it  is  said  that 
both  Ricord  and  Hunter  believed  that  they  not  only  could,  but  did 
occur,  a  view  which  was  combatted  by  Trousseau  and  Grissolle. 
The  cardiac  complications  may  be  independent  of  rheumatism,  for 
cases  are  reported  where  gonorrheal  endocarditis  and  pericarditis 
have  occurred  without  rheumatism.  These  cases  were  reported 
as  early  as  the  late  fifties.  At  the  present  day  we  admit  that 
gonorrheal  conditions  may  occur,  and  it  shows  another  curious 
point  of  resemblance  in  that  syphilis  is  also  said  to  attack  the 
heart  both  as  endo — and  pericarditis. 

The  mouth,  as  already  stated,  is  said  to  be  affected,  but 
usually  from  local  contamination,  and  the  same  is  equally  true 
of  the  nose.  Both  of  these  organs  have  only  recently  been  con- 
sidered as  affected  by  gonorrheal  pus,  in  contradistinction  to  the 
belief  which  formerly  obtained  that  the  mucous  menbrane  of 
these  two  organs  escaped,  and  a  similar  statement  was  made  with 
regard  to  the  mucous  membrane  of  the  rectum.  But  as  the  pre- 
sent is  an  iconoclastic  age,  medical  opinion  has  swung  round  to  the 
belief  that  the  rectal  mucous  membrane  is  also  susceptible  of  in- 
fection, and  although  this  occurs  more  frequently  in  the  female 
from  the  anatomical  arrangement  of  her  pudenda  the  same  occurs 
in  the  pederast. 

In  syphilis,  we  find  the  kidney  is  affected  with  the  so-called 
gummatous  infiltration,  and  in  gonorrhea  we  also  note  that  the 
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intrusive  gonococcus  has  invaded  the  tissues  of  the  kidney  and 
produced  pyonephritis  and  sometimes  degeneration  of  this  viscus, 
but  it  has  been  stated  that  this  probably  is  due  to  the  direct 
invasion  of  the  renal  tissues  by  contiguity,  the  gonococcus  travel- 
ing along  from  the  urethra  to  the  kidney  via  the  bladder.  But 
the  bladder  is  said  to  be  the  one  organ  in  the  body  in  which  the 
gonococcus  does  not  thrive,  indeed  some  deny  that  the  bladder 
proper  is  ever  invaded  by  the  gonococcus.  If  this  be  true,  then 
the  kidney  is  invaded  through  the  blood  and  the  gonococcus  finds 
its  way  into  the  viscus  from  the  outside  and  not  from  within. 
But  be  the  source  what  it  may,  the  kidney  does  appear  to  be 
invaded  by  the  gonococcus. 

The  liver  and  spleen  are  also  attacked  by  syphilis,  and  both 
seem  to  be  the  seat  of  gonorrheal  infection.  The  pleura  is  also 
invaded,  but  so  far  as  I  have  been  able  to  discover,  the  lung 
tissue  proper  has  not  yet  been  found  to  be  the  seat  of  the  gono- 
coccus, although  in  syphilis,  as  is  well  known,  gummatous  infiltra- 
tion occurs  in  the  lung  tissue. 

The  eye  is  another  organ  which  appears  to  be  a  victim  of 
both  diseases.  In  syphilis  we  have  the  various  lesions  of  all  the 
tissues  from  keratitis,  both  acquired  and  hereditary,  to  retinitis 
which  sooner  or  later  is  apt  to  destroy  the  sight.  Every 
tissue  in  the  eye  in  syphilis  is  liable  to  invasion,  but  in  gonorrhea, 
so  far  as  I  have  been  able  to  learn,  the  infection  seems  to  be 
limited  to  the  conjunctiva,  the  cornea,  the  iris  and  the  choroid, 
and  is  two-fold  in  character.  The  first  one,  due  to  direct  con- 
tamination of  the  eye  by  the  gonorrheal  pus  conveyed  to  it  by 
finger,  cloth  or  other  means,  is  the  most  dangerous  of  all,  because 
the  inflammation  is  acute,  the  course  rapid,  and  perforation  of  the 
cornea  so  frequently  occurs,  even  with  the  utmost  care,  and  as  a 
consequence  of  this  perforation  the  evacuation  of  the  contents  of 
eye-ball  ensues,  as  to  render  this  a  most  serious  affection ;  but 
in  addition  there  is  an  irido-conjunctivitis,  with  possibly  some 
slight  predisposition  to  the  sclerotic  and  a  choroiditis  which  invade 
the  eye  and  which  are,  strictly  speaking,  a  real  gonorrheal  infec- 
tion. The  other  must  be  called  a  purulent  infection  due  to  direct 
contagion.  The  two  latter,  or  the  irido-conjunctival  and  irido- 
choroidal  troubles  are  not  due  to  any  local  contamination,  but  to 
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some  other  cause  which,  in  the  olden  days,  was  called  metastatic, 
but  which  at  the  present  would  perhaps  be  considered  as  due  to 
constitutional  infection. 

In  syphilis  we  find  the  arteries  and  veins  affected,  and  in 
gonorrhea  we  are  told  that  the  veins  participate  in  the  general 
contamination  which  ensues  with  this  disease. 

In  syphilis  we  also  have  the  cartilage  attacked,  and  coinci- 
dent, oftentimes,  with  this  invasion  of  the  cartilages,  affections  of 
the  periosteum  occur,  with  which  we  are  so  familiar  in  the  form 
of  nodes;  and  lo !  we  find  the  same  in  gonorrhea  !  It  has  also  been 
affirmed  that  swellings  result  in  consequence  of  this  invasion  of 
the  periosteum,  but  I  have  never  seen  a  genuine  gonorrheal 
periostitis  such  as  we  see  in  syphilis,  nor  am  I  aware  that  necrosis 
of  the  bone  follows  in  the  former,  as  it  does  in  the  latter. 

Syphilis  is  generally  recognized  as  no  respecter  of  any  por- 
tion of  the  body,  and  it  has  been  long  known  that  the  brain,  spinal 
cord  and  nervous  system  are  attacked  in  that  disease,  but  until 
within  a  few  years  we  never  suspected  gonorrhea,  that  time- 
honored  and  familiar  friend  of  the  venereal  surgeon,  of  attack- 
ing these  tissues.  Latterly,  however,  we  are  assured  that  it  does 
and  in  all  of  these  invasions  we  find  the  eternal  gonococcus  present 
in  greater  or  less  abundance. 

Now  should  the  correctness  of  these  statements  be  admitted 
it  appears  to  me  exceedingly  difficult  to  avoid  the  conclusion  that 
if  syphilis  is  a  constitutional  affection,  gonorrhea  is  also  one. 
While  it  is  not  easy  to  discover  the  bacillus  of  syphilis — indeed 
by  many  trustworthy  authorities  its  existence  has  been  denied — 
it  is  not  so  hard  to  find  the  gonococcus,  and  if  we  admit  that  this 
latter  is  the  cause  of  gonorrhea,  we  must  take  the  next  step  and 
acknowledge  that  the  gonococcus  is  the  cause  of  the  various  lesions 
which  occur  apparently  independent  of  the  original  source  of  the 
trouble  and  which  seemingly  go  to  make  up  a  constitutional  infec- 
tion of  the  body. 

I  have  heard  some  hardened  venereal  sinners  boastingly 
exclaim  that  they  thought  no  more  of  a  clap  than  of  a  cold  in  the 
head.  While  the  disease  was  supposed  to  be  a  local  one  notwith- 
standing its  complications,  such  as  inflammation  of  the  testicle, 
bladder,  etc.,  such  nonsense  might  be  pardoned  to  a  certain  extent; 
but  with  this  different  aspect  of  gonorrhea;  with  the  possibility 
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of  its  being  a  constitutional  infection,  this  boast  can  no  longer  be 
made  with  its  former  light-heartedness,  and  the  reputed  dangers  of 
gonorrhea  would  go  far  to  excuse  the  pessimistic  tone  in  which 
many  medical  men  are  inclined  to  speak  of  this  disease  as  being 
far  more  dangerous  than  syphilis,  a  disease  which  we  have  here- 
tofore been  in  the  habit  of  regarding  as  one  of  the  scourges  of 
the  human  race. 

16  West  32d  Street,  New  York. 


CYTODIAGNOSTIC    EXAMINATIONS    OF  GONOR- 
RHEAL SECRETIONS. 

By  Max  Joseph  and  M.  E.  Polano  (Hagg)  . 


From  Dr.  Max  Joseph's  Polyclinic  for  Diseases  of  the  Skin,  Berlin,  Germany. 


INCE  the  establishment  of  the  fact,  by  Neisser,  that  gonor- 


rhea is  caused  by  gonococci,  the  later  diagnostic,  prog- 


* — *  nostic  and  therapeutic  examinations  have,  naturally,  been 
directed  toward  a  careful  study  of  the  causative  agent,  but  it  is  an 
every-day  occurrence  that  after  the  disappearance  of  the  gonococci 
from  the  secretion,  the  symptoms  caused  by  the  germ  are  not 
definitely  brought  to  an  end.  Whether  the  injuries  caused  by  the 
gonococcus,  or  the  anatomical  changes  caused  in  the  tissues  by  the 
toxines  of  the  gonococcus  be  to  blame,  we  see,  at  any  rate,  that 
with  the  disappearance  of  the  gonococci,  the  urethritis  is  not  yet 
healed. 

Our  diagnostic  and  therapeutic  measures  stand  at  a  turning- 
point  in  those  stages  of  the  disease,  in  which  we  can  no  longer 
find  gonococci  in  the  secretion,  not  even  by  cultures,  and  in  which, 
on  the  other  hand,  we  can,  by  endoscopic  examination,  find  no  hold 
for  the  material  changes  in  the  mucosa,  or  submucosa  of  the 
urethra. 

This  was  the  starting-point  of  our  examinations,  and  we 
placed  before  ourselves  the  question,  whether  it  might  not  be 
possible,  through  examination  of  the  tissue  elements,  to  gain 
definite  diagnostic  criteria.  We  sought  to  determine  whether,  in 
the  various  stages  of  gonorrhea  the  same  cellular  elements  are 
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always  to  be  found,  and  whether  they  always  occur  in  the  same 
ratio  to  one  another,  and  we  further  hoped  to  be  able,  from  the 
microscopic  findings,  to  deduce  a  conclusion,  as  to  the  definite 
stage  of  the  disease,  or  as  to  a  definite  pathologico-anatomical 
change  in  the  urethral  mucous  membrane.  In  that  case  it  might 
be  possible  to  reach  a  conclusion,  from  the  microscopic  findings, 
concerning  the  probable  course  and  the  prognosis  of  the 
gonorrhea. 

It  is  self-evident,  that  the  most  important  factor  necessary 
for  a  correct  decision  concerning  the  value  of  such  cytologic 
examinations  is  the  employment  of  absolutely  correct  fixing  and 
staining  methods.  The  products  of  inflammation  must,  as 
Ehrlich  states,  "  be  taken  for  examination  in  the  living  state,  and 
free  of  any  post-mortem  degeneration.  Naturally,  therefore,  it 
is  important  that  the  pus  be  dried,  fixed  and  stained  at  once  after 
being  taken  from  the  patient." 

After  having  considered  the  points  mentioned  in  the  articles 
of  Pappenheim,  L.  Michaelis,  Alfred  Wolff,  Rosin  and  Bibergeil, 
and  after  weighing  the  advantages  and  disadvantages  of  the 
individual  methods,  we  finally  gave  the  preference  to  two 
methods.    Each  of  these  has  its  particular  advantages. 

In  the  first  place,  we  used  Jenner's  coloring  solution,  which 
is  recommended  by  May  and  Griinwald  particularly  for  staining 
blood.  This  solution  may  be  prepared  by  dissolving  J  per  cent 
solution  of  eosinacid  methylene  blue  in  methyl  alcohol.  Since 
the  methyl  alcohol  itself  fixes  the  preparations,  all  other  fixation 
is  superfluous.  The  preparations  then,  may  be  stained  at  once, 
after  being  dried  in  the  air.  One  minute  is  fully  sufficient.  After 
the  superfluous  staining  solution  has  been  removed  with  distilled 
water,  the  preparations  are  dried,  as  usual,  and  mounted  in 
Canada  balsam.  By  this  method  the  granules  of  the  eosinophile 
cells  appear  distinctly  rose-colored,  those  of  the  mast-cells  stained 
violet,  or  blue.  One  disadvantage  of  this  method  is  that  the  prep- 
arations, which  at  the  beginning  are  fine  and  useful,  rapidly 
spoil. 

In  the  second  place,  we  employed  the  saturated  solution  of 
Cresyl  violet  in  50  per  cent  alcohol,  recommended  by  L.  Michaelis 
and  A.  Wolff.  Here  the  preparations  are  first  fixed  by  heat,  and 
then  stained  at  the  most  for  one  minute  in  the  Cresyl  violet  solu- 
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tion.  With  this  method  the  mast-cells  became  particularly  dis- 
tinct, since  the  mast-cell  granules  are  stained  mahogany-brown  to 
red.  -By  this  method  not  only  do  the  granules  catch  the  eye  at 
once,  but  the  preparations  do  not  spoil  so  quickly. 

With  the  aid  of  these  two  methods  of  staining,  we  studied 
more  than  thirty  cases  of  gonorrhea  in  different  stages  of  the  dis- 
ease, in  the  male. 

In  the  first  place  we  observed  the  occurrence  of  mononuclear 
cells  in  the  secretion.  Pappenheim  had  already  drawn  attention 
to  their  especial  importance,  in  his  well  known  article,  "  On  the 
Occurrence  of  Mononuclear  Cells,  in  Gonorrheal  Urethral  Secre- 
tion "  (Virchow's  Archiv.,  No.  '  164,  1901).  Pappenheim 
emphasizes  as  the  most  important  point  of  his  examination,  the 
fact  that  gonorrheal  pus  always,  in  all  stages  of  the  disease,  con- 
sists not  only  of  multinuclear,  but  also  of  mononuclear  round  cells. 
This  was  most  plainly  noticeable  in  our  preparations  (almost  200 
in  number),  as  will  be  seen  in  the  table  appended.  Similarly  we 
found,  as  a  constant  occurrence,  that  the  number  of  mononuclear 
cells  increases  with  the  longer  duration  of  the  disease  process. 

Furthermore,  Pappenheim  states,  in  speaking  of  the 
phagocytosis  of  the  various  pus  cells,  that  the  gonococci  do  not 
only  frequently  lie  within  the  mononuclear  leucocytes,  but  that 
this  is  usually  the  case.  As  a  result  of  our  examinations,  we  can 
not  corroborate  his  opinion.  Moreover,  it  seems  to  us  that  the 
phagocytic  property  which  Pappenheim  ascribes  to  the  mononu- 
clear cells,  does  not  fully  agree  with  his  belief  that  they  are  of 
histogenetic  origin,  in  Marchaud's  sense  of  the  term. 

So  Pappenheim  reaches  the  conclusion  that  at  the  very 
beginning,  or  at  least  soon  after  the  commencement  of  an  acute 
inflammatory  irritation,  in  addition  to  the  protective  and  defen- 
sive reactions  of  the  blood  corpuscles,  the  regenerative  reactions 
of  the  irritated  tissues  set  in,  and  with  the  increase  in  the  chronicity 
of  the  process,  step  more  and  more  into  the  foreground.  Thus 
we  have  in  the  appearance,  and  even  more  in  the  number,  of  the 
mononuclear  leucocytes  and  lymphocytes,  in  the  pus,  an  approxi- 
mate measure  of  the  degree  of  productive  activity  of  the  tissues, 
or  a  diagnostic  criterion  for  the  greater,  or  lesser  chronicity;  in 
one  word,  of  the  stage  oi  the  inflammatory  process. 

As  a  result  of  our  examinations,  of  which  we  give  a  few  of 
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the  characteristic  ones,  in  the  form  of  a  table  further  on,  we  can 
agree  fully  with  these  conclusions,  consequently  we  would  advise 
that,  in  the  examination  of  chronic  gonorrheal  secretions,  note  be 
not  only  taken  of  the  occurrence  of  gonococci,  and  the  occurrence 
of  epithelia,  among  the  polynuclear  leucocytes,  but  that,  above  all 
else,  the  first  appearance  of  mononuclear  cells  be  noted.  They  are 
always  the  first  sign  of  the  extension  of  the  catarrhal,  epithelial 
process  to  the  submucosa,  and  mark  the  beginning  of  the  soft 
infiltration.  Thus  the  first  appearance  of  a  larger  number  of 
mononuclear  elements  also  gives  us  distinct  indications  for  the 
prognosis  and  therapy  of  the  gonorrheal  process. 

We  must,  however,  add  that  this  view  does  not  coincide  with 
Posner's  findings  (Berliner  klin.  Wochenschr.,  1904,  No.  41.  p. 
1088).  He  believes,  as  a  result  of  his  examinations,  that,  con- 
trary to  Pappenheim's  views,  the  mononuclear  cells  are  in  no  wise 
characteristic  of  the  later  stages  of  the  disease.  He  found  among 
forty-one  cases  of  acute  gonorrhea,  in  two  cases,  the  appearance 
of  numerous  lymphocytes,  twice  on  the  third,  fourth  and  tenth 
days.  On  all  the  other  days  they  appeared  only  in  small  num- 
bers. Among  thirteen  chronic  cases  they  appeared  only  in  small 
numbers.  Among  thirteen  chronic  cases  they  were  numerous  in 
two  cases;  among  four  cases  of  non-gonorrheal  urethritis,  they 
were  also  found  in  two.  As  a  result,  Posner  is  not  induced  as 
yet  to  draw  conclusions  from  the  appearance  of  mononuclear 
(basophile)  cells.  We  would,  however,  assume  that  Posner's 
findings  do  not  yet  disprove  our  above-stated  views,  that  the 
frequent  and  numerous  occurrence  of  mononuclear  cells  speaks 
for  the  existence  of  submucous,  soft  infiltrations.  For  in  Posner's 
cases  the  patients  may  have  been  such  as  had  had  one,  or  several 
previous  gonorrheal  infections;  the  process  may  not  have  been 
entirely  healed,  they  have  had  a  wide-calibred  stricture,  in  the 
definition  of  Otis,  so  that,  after  a  renewed  gonorrheal  infection, 
mononuclear  cells  again  appeared  in  the  secretion,  at  an  early 
date.  Posner,  aside  from  this,  recommends  that  further  attention 
be  paid  to  the  relatively  frequent  occurrence  of  mononuclear  cells 
in  urethritis  non  gonorrhoea.  We  have  recently  had  occasion  to 
see  only  one  such  case  for  a  lengthy  period.  The  patient,  a  physi- 
cian, had,  it  was  stated,  never  had  a  gonorrhea.  In  the  discharge 
mononuclear  cells  never  appeared,  but  in  the  numerous  shreds, 
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which  we  examined  after  some  six  weeks'  duration  of  the  disease, 
mononuclear  cells  were  always  found,  with  mast-cells.  Further 
examinations  in  this  direction  are  certainly  desirable. 

In  the  further  progress  of  our  examinations  we  paid  atten- 
tion to  the  occurrence  of  eosinophile  cells.  On  this  point  our 
findings  fully  coincide  with  those  already  made  by  Posner  and  A. 
Lewin,  that  but  few  eosinophile  cells  are  to  be  found  at  the  begin- 
ning of  gonorrhea.  Bettmann,  on  the  contrary,  found  numerous 
eosinophile  cells  in  the  very  first  part  of  the  sero-mucous,  catarrhal 
stage.  From  this  on,  the  number  of  eosinophile  cells  goes  on 
increasing  until  the  gonorrheal  process  has  reached  its  height. 
Therefore,  we  can  corroborate  Posner's  (1.  c. )  recently  for- 
mulated (and  from  a  diagnostic  standpoint  weighty)  statement, 
that  the  occurrence  of  numerous  eosinophile  cells  indicates,  ceteris 
paribus  that  in  all  probability,  the  case  in  question  is  in  the  fourth 
to  the  sixth  week  of  the  disease,  and  is  a  true  gonorrhea.  We 
found,  however,  that  the  number  of  eosinophile  cells  seems  to 
occur  always  in  inverse  ratio  to  the  number  of  gonococci.  There- 
fore, it  might  be  possible,  perhaps,  in  case  further  observations, 
confirm  this  observation,  to  regard  those  cases  in  which 
eosinophilia  occurs  distinctly,  as  the  most  favorable  prognostically 
and  vice  versa. 

In  this  direction,  a  case  of  gonorrhea  which  ran  a  very  severe 
course,  and  which  already  in  the  second  week  of  the  infection,  an 
acute  urethritis  posterior  and  epididymitis  occurred,  seems  to  us 
to  be  particularly  characteristic.  In  this  case,  after  the  epididy- 
mitis had  subsided,  the  discharge  showed  but  very  few  eosinophile 
cells,  in  the  presence  of  an  unusually  large  number  of  gonococci. 
Possibly,  then,  the  occurrence  of  eosinophilia  belongs  to  the  de- 
fensive measures  of  the  organs  in  (appearance  of  Alexins) . 

Finally,  we  took  up  the  question  of  the  mast-cells.  In  the 
past,  little  attention  has  been  paid  to  these,  in  the  examination  of 
the  gonorrheal  secretion.  Neisser's  case  (cited  by  Ehrlich  and 
Lazarus:  "Anemia,"  Holder,  Vienna,  1898,  p.  11),  in  which 
the  secretion  consisted  solely  of  mast-cells,  is  unique.  Possibly 
mast-cells  have  been  found  so  infrequently,  because  with  the 
methods  formerly  in  use,  it  was  impossible  to  fix  the  mast-cell- 
granula  well.  But  since,  principally  through  the  work  of  L. 
Michaelis  and  A.  Wolff,  and  later  also  of  Bibergeil,  the  solubility 
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of  the  mast-cell-granula  in  water  has  been  recognized  as  the  prin- 
cipal source  of  this  failure,  and  since,  principally  by  means  of  the 
above-mentioned  methods,  it  has  become  possible  to  avoid  them, 
the  true  relations  of  the  mast-cells  have  been  brought  more  to 
light. 

Among  our  specimens  (about  200),  we  could  find  mast-cells 
in  only  about  thirty.  We  found,  however,  that  these  thirty  were 
specimens  which  had  been  taken  from  six  different  cases,  and 
represented  the  various  stages  of  the  disease.  Therefore,  we 
can,  for  the  present,  only  assume  that  the  mast-cells,  in  the  gonor- 
rheal secretion,  do  not  represent  any  particular  stage  of  the 
gonorrhea.  They  seem  to  occur  only  in  certain  cases,  in  which 
they  were  found  from  the  beginning  to  the  end  of  the  observations. 

Naturally,  an  examination  of  the  patient's  blood  should  fol- 
low, as  a  necessary  adjunct,  in  order  to  decide  the  question  whether 
the  mast-cells  are  of  hematogenous,  or  histogonous  origin.  Un- 
fortunately, with  our  material,  we  had  no  opportunity  to  examine 
the  blood  in  order  to  determine  whether  an  increase  of  the  mast- 
cells  existed  in  the  blood  or  not.  This  will  be  the  aim  of  later 
examinations. 

For  greater  facility,  we  have  included  a  table  containing 
the  most  pregnant  findings  of  our  observations. 


A     NEW     MODEL    OF    THE  CATHETERIZING 

CYSTOSCOPE. 


By  Winfield  Ayres,  B.Sc,  M.D. 

Adjunct  Professor  of  Genito-urinary   Surgery   at  the   New   York  Post-Graduate 

Medical  School. 

WHICH  shall  we  use?  The  direct  or  indirect  view 
catheterizing  cystoscope?  The  latter  has  many  adher- 
ents, but  the  number  of  surgeons  who  prefer  the  former 
instrument  is  rapidly  increasing  and  in  this  country  outnumber 
the  advocates  of  the  indirect  instrument  by  more  than  ten  to  one. 
Surgeons  who  teach  cystoscopy  find  their  pupils  learn  to  cathe- 
terize  the  ureters  much  more  readily  with  the  direct  view  cysto- 
scope, and  it  follows  that  if  it  be  easier  to  learn  with  this  instru- 
ment, the  expert  will  be  able  to  catheterize  with  it  with  much  more 
facility  than  the  expert  with  the  indirect  view  cystoscope.  It  is 
said  by  those  who  advocate  the  use  of  the  indirect  view  instru- 
ment that  the  tension  on  the  prostatic  urethra  with  that  instru- 
ment is  much  less  and  therefore  causes  much  less  traumatism  to 
the  prostate  and  less  pain  to  the  patient.  I  am  fairly  expert  with 
both  forms  of  instruments  and  find  the  reverse  is  the  case. 
Patients  without  exception  prefer  to  have  the  direct  view  instru- 
ment used.  I  have  failed  to  enter  the  ureters  with  the  indirect 
view  cystoscope  in  quite  a  number  of  cases  that  could  be  easily 
catheterized  with  the  direct  view  instrument.  The  greatest  differ- 
ence between  the  two  forms  of  instruments,  however,  is  in  the 
removal  of  the  cystoscope  after  the  ureters  have  been  catheterized 
without  disturbing  the  position  of  the  catheters  in  the  ureters. 
In  operating  on  the  female,  owing  to  the  short  urethra,  the  differ- 
ence is  not  so  very  pronounced,  but  in  the  male  it  is  practically 
impossible  for  any  one  to  remove  the  angular  view  cystoscope  after 
ureteral  catheterization  without  dragging  the  catheters  to  quite 
an  extent.  An  operator  using  the  direct  view  cystoscope  can 
remove  it  from  the  bladder  more  easily  and  more  quickly  and 
without  disturbing  the  position  of  the  catheters  in  the  ureters. 

This  short  article  is  not  for  a  general  discussion  of  cysto- 
scopes,  but  to  give  a  description  of  a  new  model  of  the  direct  view 

365 


366      AMERICAN  JOURNAL  OF  UROLOGY 


catheterizing  cystoscope  that  I  have  devised  and  that  P.  E.  Snell, 
of  Rochester,  has  manufactured  for  me.  The  instrument  contains 
several  new  ideas  that  in  my  opinion  add  greatly  to  its  value. 

The  beak  of  the  instrument  is  metal,  the  lamp  being  placed 
at  the  angle  in  an  air  chamber.  A  finestrum  is  cut  in  the  lower 
and  upper  surface  of  the  angle  to  allow  the  light  to  escape.  From 
the  lower  for  ureteral  work  and  from  the  upper  for  inspection 
of  the  bladder.  The  situation  of  the  lamp  at  the  angle  instead  of 
at  the  end  of  the  beak  gives  much  better  illumination  to  the  field 
of  work  in  ureteral  catheterization.  The  light  is  thrown  down- 
ward and  there  is  no  shadow  at  the  end  of  the  telescope.  This  is 
of  considerable  importance  in  catheterizing  difficult  cases.  The 
situation  of  the  lamp  at  the  angle  and  its  being  enclosed  in  an  air 
chamber  protects  it  from  injury.  The  air  chamber  prevents  the 
lamp  from  heating  up  rapidly,  and  for  that  reason  there  is  less 
liability  for  one  who  is  not  skilled  in  the  use  of  the  cystoscope  to 
burn  the  bladder — an  accident  that  not  infrequently  occurs  to  the 
beginner. 

The  situation  of  the  light  allows  the  telescope  to  be  placed 
so  that  it  does  not  project  beyond  the  end  of  the  sheath.  This 
gives  a  smooth  surface  for  contact  with  the  trigone  of  the  bladder 
in  those  cases  that  are  difficult  to  catheterize.  For  beginners  this 
point  is  of  great  value  because  in  searching  for  the  orifice  of  the 
ureter  the  end  of  the  cystoscope  is  frequently  passed  backwards 
over  the  trigone  and  I  have  seen  considerable  hemorrhage  from 
that  part  of  the  bladder  after  a  cystoscopy  by  a  neophite  who  had 
used  an  instrument  having  a  projecting  telescope.  In  the  hands 
of  the  beginner  the  cystoscope  may  slip  into  the  prostatic 
urethra.  If  there  be  a  projecting  telescope  it  cannot  but  cause 
traumatism,  but  if  the  telescope  do  not  project,  no  harm  is  caused 
by  this  accident. 

In  place  of  the  catheter-tubes  attached  to  the  telescope  there 
is  a  fin  only.  The  cystoscope  sheath  is  formed  so  as  to  make  the 
segments  of  three  circles — the  upper  one  for  the  telescope  and 
the  two  lower  ones  for  the  catheters.  The  fin  and  telescope,  in 
place,  complete  the  two  lower  compartments  into  nearly  perfect 
circles.  The  catheters  pass  in  their  respective  channels  without 
binding,  bending  or  buckling.  By  using  the  fin  and  formed  sheath, 
much  valuable  space  has  been  saved  and  the  instrument  made 
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smaller.  For  general  use  the  size  of  instrument  I  recommend  is 
No.  21F.  For  urethra?  of  large  caliber,  No.  26  is  recommended. 
For  strictured  urethrae  and  for  use  in  children  the  No.  16  "  fills 
a  long-felt  want."  I  consider  the  No.  16  a  triumph  in  instrument 
making.  It  is  double  catheterizing  and  carries  No.  5F.  catheters 
and  gives  an  excellent  field.  To  one  skilled  in  using  the  direct 
view  instrument  there  is  not  the  slightest  difficulty  in  handling  this 
instrument,  and  even  the  beginner  will  have  little  trouble  in  its  use. 

The  fin  makes  the  removal  of  the  cystoscope  without  dis- 
turbing the  catheters  much  easier  than  with  any  other  device. 
The  telescope  is  withdrawn  slightly  and  the  catheters  are  seized 
with  the  thumb  and  forefinger,  then  the  telescope  is  entirely  with- 
drawn. As  the  sheath  is  withdrawn  the  catheters  are  fed  in  so 
there  is  no  dragging  whatever. 

The  value  of  the  No.  16  cystoscope  to  the  consulting 
genito-urinary  surgeon  is  shown  by  the  following  case : — 

Mr.  L.,  aged  46,  occupation  cigar  maker,  was  sent  to  me 
April  13th,  1905,  by  Dr.  L.  W.  Grossman  for  examination.  The 
patient  stated  that  he  had  had  one  or  two  attacks  of  gonorrhoea 
"  many  years  ago."  Fifteen  years  ago  he  had  retention  of  urine 
for  which  external  urethrotomy  had  been  performed.  After  the 
operation  he  had  been  perfectly  well  up  to  eight  weeks  ago  when 
he  again  had  retention.  A  sound  was  introduced  with  difficulty 
and  since  that  time  he  had  been  able  to  urinate  with  comfort.  The 
symptoms  complained  of  at  the  time  of  his  call  at  the  office  were 
frequency  of  urination  (every  hour)  by  day,  but  none  at  night; 
and  a  burning  pain  at  the  head  of  the  penis  on  urination.  The 
urine  contained  a  large  amount  of  pus  in  all  three  specimens. 
Inspection  and  palpation  negative.  A  bougie  a  boule  showed  a 
stricture  of  No.  15F.  in  the  scrotal  urethra.  A  stone  searcher 
was  passed  and  a  single  faint  click  was  heard,  but  could  not  be 
repeated.  A  positive  diagnosis  of  stone  in  the  bladder  could  not 
be  made  on  such  a  slight  evidence  and  the  No.  16  cystoscope  was 
passed.  A  small  stone — probably  about  half  an  inch  in  diameter 
— was  distinctly  seen.  The  patient  was  returned  to  Dr.  Gross- 
man for  dilatation  of  the  stricture  and  when  this  has  been  accom- 
plished he  will  return  for  litholapaxy. 

For  inspection  of  the  bladder  a  finestrum  has  been  made  on 
the  superior  surface  of  the  sheath  and  a  prism  fitted  to  the  end  of 
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the  telescope.  This  makes  it  possible  to  thoroughly  inspect  the 
bladder  with  the  indirect  view  and  then  without  withdrawing  the 
sheath  to  insert  the  direct  view  telescope  for  further  inspection 
or  for  catheterization  of  the  ureters. 

The  lenses  of  all  three  sizes  of  instruments  are  non-astigmatic 
and  achromatic.  This  I  consider  of  considerable  importance  as 
a  correct  picture  of  the  pathological  conditions  of  the  bladder 
must  be  obtained  in  order  to  make  an  accurate  diagnosis.  The 
detail  is  strongly  brought  out  and  with  the  powerful  lamp  with 
which  the  instruments  are  fitted  makes  them  the  equal  and  pos- 
sibly the  superior  of  any  instrument  on  the  market  for  cystoscopic 
examination. 

The  cystoscope  sheath  is  made  of  pure  silver.  A  nickeled 
sheath  is  liable  to  have  the  nickeling  chip  off.  With  the  best  care 
in  the  world  a  nickeled  instrument  may  become  rusted  or  the 
nickeling  will  wear  off  by  constant  use  and  it  must  be  renickeled. 
In  the  course  of  time  the  nickeled  sheath  becomes  blackened  near 
the  lamp  giving  the  instrument  a  dirty  appearance.  If  silver  be 
used  for  the  sheath  none  of  the  foregoing  conditions  occur.  The 
instrument  is  easily  kept  bright.  It  is  easily  sterilized  and  it  is 
smoother  to  pass  than  the  nickeled  instrument.  It  is  tempered  so 
that  it  will  not  bend. 

I  have  found  that  the  instrument  passes  into  the  bladder  with 
less  discomfort  to  the  patient  than  any  cystoscope  I  have  used. 
The  obturator  fits  the  end  of  the  sheath  so  perfectly  as  to  make 
the  introduction  almost  as  easy  as  a  sound  of  the  same  size. 

To  reiterate,  the  instrument  is  smaller,  is  smoother,  is  fitted 
with  the  best  lenses  obtainable,  is  easier  of  manipulation  and,  most 
important  of  all,  is  the  safest,  direct  view  double  catheterizing 
cystoscope  made. 
616  Madison  Ave. 
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DESCRIPTION  OF  AYRES'  CYSTOSCOPE 


Cut  No.  1  shows  the  different  parts  of  the  Ayres'  cystoscope. 

Fig.  1  shows  the  telescope  with  the  fin.  The  opening  for  the  right 
catheter  is  seen  in  the  collar,  and  the  short  catheter  tubes  projecting  from 
the  proximal  side  of  the  collar.  Fig.  2  shows  the  sheath  with  the  metal 
beak,  lamp  at  the  angle,  finestrums  for  direct  and  indirect  inspection  of  the 
bladder,  and,  at  the  other  end  of  the  sheath,  the  projection  for  the  electric 
connection  on  the  left  and  stop-cock  on  the  right.  Fig.  3  is  the  obturator. 
Fig.  4  shows  the  prism  which  may  be  screwed  to  the  end  of  the  telescope 
for  inspection  of  the  bladder.  ..  The  prism  is  brought  opposite  the  indirect 
finestrum  in  the  sheath  by  a  collar,  Fig.  5,  which  slides  over  the  telescope 
and  up  against  the  fixed  collar.  Fig.  6  is  the  cap  for  protection  of  the 
ocular  lens.  Fig.  7  shows  a  metal  connection  which  fits  into  the  stop- 
cock for  easy  attachment  of  a  tube  for  filling  the  bladder  after  the  tele- 
scope is  in  place.  Fig.  8  gives  a  cross  section  of  the  sheath  with  the  tele- 
scope and  catheters  in  place.  It  is  seen  that  the  two  lower  chambers  are 
nearly  perfect  circles.  This  allows  the  catheters  to  pass  smoothly  and 
easily. 


Cut  No.  2  gives  a  profile  view  of  the  cystoscope  with  lens  in  position 
and  the  catheters  projecting  from  the  end  of  the  sheath.  It  will  be  noticed 
that  there  is  no  projection  of  the  telescope  beyond  the  sheath. 


PROSTATIC  HYPERTROPHY;  ITS  SURGICAL  TREAT- 
MENT; CONCLUSIONS  DRAWN  FROM  TWENTY- 
FIVE  CASES  OPERATED  ON  BY  THE  WRITER. 

By  Follen  Cabot,  M.D. 

Attending  Genito-urinary  Surgeon  to  the  New  York  City  Hospital.  Instructor  in 
Genito-urinary  Surgery  (endoscopy  and  cystoscopy),  Post-Graduate  Medical 
School. 

I.  Best  Time  to  Operate;  II.  Treatment  Preliminary 
to  Operation;  III.  Choice  of  Operative  Route;  IV. 
Post-operative  Treatment;  V.  Results  of  the 
Operation. 

i.  best  time  to  operate 

IN  my  opinion  an  operation  for  hypertrophy  of  the  prostate 
should  be  undertaken  on  the  earliest  evidence  of  urinary 
obstruction.  Symptoms  of  increased  frequency  of  urination, 
prolongation  of  the  act,  mild  straining,  less  force  to  the  stream,  and 
some  residual  urine  would  point  toward  true  hypertrophy  of  the 
prostate.  In  the  past,  however,  patients  have  been  unwilling  to 
submit  to  surgical  intervention  till  their  symptoms  became  very 
urgent.  This  fear  of  such  an  operation  was  no  doubt  at  the 
bottom  of  the  many  poor  results  attained.  Patients  would  wait 
till  the  last  minute  and  then  undergo  the  operation  as  a  last 
resource.  Within  the  past  four  to  five  years,  however,  the  opera- 
tion of  prostatectomy  has  been  done  with  much  more  facility;  has 
been  done  earlier,  and  the  mortality  rate  has  been,  comparatively 
speaking,  small.  The  general  practitioner  has  become  educated 
to  the  need  of  early  operation  in  this  class  of  individuals,  and  the 
result  is  that  the  surgeon  sees  them  in  the  beginning  of  their 
disease. 

To  my  mind,  the  habitual  use  of  the  catheter  by  prostatics 
better  be  relegated  to  the  rear.  Long  before  such  a  practice  has 
become  necessary,  the  prostate  should  be  enucleated.  We  would 
thus  operate  on  patients  in  fairly  sound  condition  instead  of 
those  with  most  of  their  vital  organs  damaged. 

Before  deciding  upon  an  operation,  the  patient's  general  con- 
dition must  be  carefully  looked  into.    The  state  of  his  kidneys, 
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arterial  system  and  lungs  determined.  Little  can  be  told  by  the 
mere  statement  of  a  patient's  age.  One  man  of  fifty  may  from  his 
physical  make-up  be  as  old  as  another  of  seventy.  My  cases 
ranged  in  age  from  forty-eight  to  eighty-four.  The  oldest  man 
who  ever  applied  to  me  with  prostatic  disease  was  eighty-eight 
years  of  age.  His  condition  was  not  serious  enough  to  warrant 
an  operation  in  one  so  advanced  in  life.  To  my  mind,  there 
should  be  no  such  thing  as  an  emergency  prostatectomy.  If  a 
man's  condition  be  so  urgent  that  immediate  relief  is  imperative, 
the  bladder  better  be  opened  by  the  supra-pubic  or  perineal 
route  and  drained.  This  can  be  accomplished  in  five  minutes  by 
local  anesthesia  and  produces  practically  no  shock.  Drainage, 
vesical  lavage  and  general  treatment  should  be  instituted  till  the 
patient  has  recovered  from  the  emergency  peril. 

If  this  slight  surgical  shock  has  not  proven  too  much  for 
him,  a  complete  operation  can  be  performed  later  on.  If  he  does 
not  survive  the  simple  drainrge,  he  certainly  would  not  recover 
from  a  prostatectomy.  As  my  friend  Dr.  Lilienthal  has  well  said, 
it  is  better  to  give  one  of  these  cases  two  little  blows  rather  than 
one  big  one.  I  have  learned  by  experience  that  his  words  are 
true.  This  manner  of  treating  so-called  emergency  cases  may  be 
called  prostatectomy  by  the  two-stage  method. 

II.  TREATMENT  PRELIMINARY  TO  OPERATION. 

No  vesical  treatment  is  necessary  where  there  is  no  cystitis. 
If  there  is  a  cystitis  and  much  residual  urine,  irrigation  of  the 
bladder  with  boric  acid  or  silver  nitrate  is  indicated.  If  the 
patient  has  had  no  previous  bladder  treatment,  he  should  be  put 
to  bed  for  a  few  days,  while  this  course  of  treatment  is  being 
instituted.    It  is  unsafe  to  allow  him  to  go  about  at  this  time. 

I  do  not  believe  in  the  use  of  sounds  for  the  purpose  of  dilat- 
ing the  prostatic  urethra  in  these  patients.  In  my  opinion,  they  do 
more  harm  than  good.  The  man's  general  condition  must  be 
carefully  looked  into,  his  urine  examined,  and  in  many  instances 
some  kind  of  cardiac  stimulant  is  needed. 

In  the  cases  with  vesical  infection,  some  one  of  the  urinary 
antiseptics  is  of  decided  value.  The  diet  must  be  carefully 
regulated.  Alcohol  is  as  a  rule  undesirable,  but  this  matter  will 
depend  somewhat  on  the  patient's  condition  and  also  his  previous 
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habits.  Free  use  of  some  bland  uncharged  spring  water  for 
drinking  purposes  is  of  advantage. 

The  prostate  has  of  course  been  examined  by  rectum  and  by 
this  means  we  can  tell  something  about  its  consistence,  size,  etc. 
We  can  tell  little,  however,  as  to  the  extent  of  its  pro- 
jection into  the  vesical  cavity.  At  the  time  or  just  before  the 
operation,  a  cystoscopic  view  of  the  bladder  should  be  obtained. 
It  best  be  done  as  a  rule,  at  the  time  of  the  operation.  In 
expert  hands,  this  can  be  accomplished  quickly,  and  all  the  neces- 
sary information  obtained.  It  is  an  important  part  of  the  pre- 
liminary examination  and  is  devoid  of  danger  when  used  judi- 
ciously and  skillfully.  In  simple,  uncomplicated  cases  with  no 
bladder  or  kidney  complication,  it  may  not  be  necessary.  How 
can  we,  however,  tell  positively  without  this  examination?  I 
have  found  on  cystoscoping  my  cases  two  instances  of  divertic- 
ula, one  of  which  contained  stones,  another  with  encysted  calculus 
of  the  vesical  wall  well  out  of  reach  of  the  ordinary  stone  searcher. 
In  still  another  patient  who  had  been  subjected  to  a  nephrectomy 
eight  years  ago,  I  examined  with  the  cystoscope  to  determine  the 
condition  of  the  old  ureter  stump.  The  appearance  of  the  bladder 
walls,  new  growths,  stones  in  the  ureteral  orfices  and  the  degree  of 
dilation  of  the  ureteral  openings  can  be  determined.  Such  knowl- 
edge might  easily  change  our  route  of  operation.  The  extent 
of  the  prostatic  hypertrophy  can  be  told  in  no  other  way  prelimi- 
nary to  an  operation.  Some  patients  cannot  be  cystoscoped  and  so 
no  prolonged  effort  should  be  made  to  do  so. 

III.   CHOICE  OF  OPERATIVE  ROUTE. 

In  certain  cases  of  feeble  individuals  where  the  obstruc- 
tion seemed  suitable  for  it,  the  Bottini  method  is  the  one  of  choice. 
Horwitz,  Hagner,  Young,  Willy  Meyer,  Guiteras,  Bangs  and 
others  have  obtained  excellent  results  with  it.  I  regret  to  say  that 
personally  I  have  so  far  had  no  personal  experience  with  the 
method.  I  am  convinced,  however,  where  other  conditions  are 
favorable,  that  perinal  prostatectomy  is  the  operation  of  choice. 
In  all  simple,  uncomplicated  cases,  I  have  used  it  with  excellent 
results.  My  list  includes  fifteen  cases  with  no  deaths.  In  one 
instance  I  tore  into  the  rectum,  but  this  opening  was  immediately 
sutured  and  no  trouble  ensued.    In  another  case,  I  cut  the  encir- 
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cling  muscular  fibres  at  the  bladder  neck  too  freely,  which  caused 
dribbling  for  several  months.  In  these  fifteen  cases  convalescence 
was  rapid.  They  were  in  bed  on  an  average  for  about  ten  days. 
During  this  time  the  bladders  were  drained  with  large  rubber 
perineal  tubes.  The  first  part  of  the  operation  was  performed 
like  an  external  urethrotomy;  then  with  the  index  finger  of  the 
right  hand  in  the  wound  and  the  left  index  finger  in  the  rectum, 
the  prostate  was  shelled  out.  The  patient's  legs  were  held  by  two 
assistants  and  flexed  and  extended  as  needed,  according  to  Good- 
fellow's  suggestion.  One  assistant  made  firm  pressure  over  the 
bladder  to  bring  the  prostate  within  reach.  No  instruments  were 
used  to  bring  the  gland  down  into  the  wound.  Although  I  have 
the  ingenious  instruments  devised  by  Syms  and  Young  for  this 
purpose,  I  have  never  felt  the  need  of  them. 

After  the  prostate  has  been  enucleated,  a  large  rubber  tube 
of  forty  or  more  French,  was  placed  in  the  bladder  through  the 
perineal  wound.  I  have  never  used  any  kind  of  packing  for  the 
wound,  nor  do  I  believe  it  necessary.  I  have  never  had  a  serious 
hemorrhage  following  any  of  these  prostatic  operations.  I  have 
performed  seven  supra-pubic  prostatectomies  without  perineal 
drainage  and  three  with,  making  a  total  of  ten.  Of  these  cases, 
four  died.  This  latter  class  of  cases  represents  much  the  most 
serious  type  of  the  disease.  The  first  one  of  the  four  was  operated 
on  merely  as  a  palliative  measure  to  relieve  great  suffering.  This 
case  was  complicated  by  malignant  disease.  The  second  one  was 
done  as  an  emergency  measure  to  relieve  complete  and  prolonged 
retention.  He  would  have  done  better,  I  am  convinced,  with  a 
preliminary  drainage  and  later  prostatectomy  if  he  had  lived. 
His  kidneys,  however,  were  badly  damaged  and  infected  from  the 
bladder. 

The  third  case  was  one  with  a  chronic  interstitial  nephritis 
he  was  up  and  lived  two  weeks,  dying  from  an  infective  pyelitis  and 
general  failure  of  the  kidneys.  In  this  case  the  prostate  was  so 
large  that,  on  opening  the  bladder,  the  prostate  came  into  the 
wound.  I  am  convinced  he  could  not  have  been  treated  properly 
by  a  perineal  operation.  In  addition,  he  had  a  diverticulum  hold- 
ing eight  ounces,  extending  up  back  of  the  left  ureter.  The  open- 
ing into  it  was  the  size  of  a  quarter.  The  ureteral  openings  were 
large  enough  to  admit  a  finger.    These  points  were  all  determined 
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by  the  use  of  the  cystoscope  at  time  of  operation.  This  patient 
had  been  running  a  temperature  for  some  time  before  I  operated. 

The  fourth  of  the  fatal  results,  was  in  a  man  of  eighty-four, 
who  had  a  very  large  prostate  complicated  by  vesical  calculus. 
The  patient  went  through  the  operation  well  and  lived  six  days, 
dying  of  infected  kidney  pelves  from  previous  regurgitation  of 
bladder  contents.  The  ureters  were  enormously  distended.  No 
cystoscopy  possible.  Here,  again,  I  am  convinced  that  a  prelimi- 
nary drainage  would  have  been  wiser.  Of  the  remaining  cases  in 
this  group  of  ten,  the  six  which  recovered,  all  did  well.  One  of 
them  had  a  fistulous  opening  for  several  months,  but  it  finally 
closed.  In  this  man  no  perineal  drainage  had  been  added.  I 
believe  the  best  rule  to  pursue,  where  possible,  is  to  first  enter  the 
bladder  by  the  perineal  route.  Then,  if  it  is  feasible  and  no  com- 
plications are  present,  remove  the  gland.  If  for  any  reason  it 
seems  better  to  do  the  enucleation  by  the  supra-pubic  cut,  add 
an  opening  above  the  bone  and  complete  the  operation. 

In  two  cases  where  diverticula  were  present,  they  could  not 
be  reached  by  the  perineal  route,  so  I  opened  the  bladder  supra- 
pubically  and  searched  them  for  stone.  I  would  not  do  this  now, 
for  with  an  instrument  I  have  devised,  called  a  kidney  and  bladder 
phonophore,  I  could  have  determined  the  presence  or  absence  of 
stone  without  the  supra-pubic  incision. 

In  some  men  with  a  long  perineal  distance  it  is  impossible  to 
satisfactorily  examine  the  bladder  with  the  finger. 

In  my  supra-pubic  operations,  I  have  opened  the  bladder 
under  water  dilatation,  then  by  the  method  of  Fuller,  cutting  an 
opening  into  the  prostatic  sheath,  and  with  one  index  finger  in  the 
rectum  and  the  other  in  the  bladder,  shelled  out  the  gland.  This 
approach  to  the  prostate  is  more  easily  accomplished  than  by  the 
perineal  operation,  but  is  undoubtedly  a  much  more  serious  under- 
taking. The  shock  to  the  patient  is  greater  and  the  convales- 
cence much  prolonged.  I  believe,  however,  that  where  this 
operation  is  necessary,  a  perineal  drain  should  be  included. 

IV.  TREATMENT  FOLLOWING  OPERATION. 

This  is  of  fully  as  much  importance  as  the  operation  itself. 
As  much  skill  and  experience  are  required,  according  to  my  ideas, 
at  this  time  as  at  the  time  of  the  prostatectomy.    It  should  not 
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be  left  to  the  inexperienced  assistant.  The  most  important  ele- 
ment in  the  after-treatment  of  these  cases  is  good,  free,  unimpeded 
drainage.  On  this  matter  the  recovery  of  the  patient  frequently 
depends.  Rapidity  during  the  operation,  and  good  anesthesia, 
are  also  prime  requisites  for  success.  An  operator  should  not 
take  more  than  twenty  minutes.  No  fine  dissections  can  be 
indulged  in.  At  the  end  of  the  operation,  a  hot  saline  enema  with 
brandy  is  employed  by  me.  This  before  the  patient  leaves  the 
operating  room.  The  drainage  tubes  must  be  kept  free  from 
clots  and  kept  constantly  irrigated  with  hot  boric  or  saline  solu- 
tion.   A  piston  syringe  better  be  used  for  this  purpose. 

When  the  patient  has  begun  to  recover  from  the  anesthesia 
he  is  urged  to  take  at  short  intervals  small  quantities  of  some  bland 
spring  water.  This  will  stimulate  the  kidneys  to  activity. 
Strych.  sulph,  gr.  1-30,  each  three  or  four  hours  is  excellent  in  its 
effects.  The  patient's  position  must  be  changed  every  few  hours 
to  guard  against  hypostatic  pneumonia,  which  is  likely  to  attack 
these  debilitated  old  men.  I  do  not  use  urotropin  till  a  day  or  two 
after  the  operation,  as  it  is  said  to  interfere  with  healing  of  the 
wound.  Dr.  H.  H.  Morton  has  made  special  point  of  the  impor- 
tance of  changing  the  position  of  the  patient  frequently. 

The  patient's  bowels  are  to  be  thoroughly  moved  the  second 
day  to  prevent  distention,  which  sometimes  follows  the  free  use 
of  water.  The  bladders  in  my  cases  were  irrigated  each  six  hours 
with  boric  acid  solution  and  sometimes  later  on  with  H2  O2.  This 
latter  is  good  in  cases  of  phosphatic  formation.  The  patient  may 
be  sitting  up  on  the  fifth  or  sixth  day,  but  this  will  depend  largely 
on  his  condition.  In  many  of  these  cases  prolonged  bladder 
drainage  is  essential  to  a  return  to  good  health  and  should  be 
continued  several  weeks  when  tolerated. 

The  remark  made  at  Atlantic  City  last  year  by  one  of  our 
well-known  surgeons  that  prostatectomy  was  almost  in  the  class 
of  minor  surgery  is  not  borne  out  by  my  experience  in  this  field. 
My  cases  have  averaged  ten  days  to  two  weeks  in  bed  and  about  a 
month  more  before  they  were  good  for  any  work.  As  a  rule  I 
pass  a  sound  on  the  tenth  day.  The  bladder  is  washed  out  once 
a  day  for  several  weeks  following  the  operation.  Nitrate  of 
silver  once  or  twice  a  week  is  frequently  beneficial  when  used  in 
the  bladder  in  weak  solutions. 
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V.   RESULTS   OF   THE  OPERATION. 

In  my  twenty-five  cases  I  have  lost  four  cases,  all  supra- 
pubic operations,  and  in  three  of  them  I  used  no  additional 
perineal  drainage  tube.    Three  of  them  were  desperate  cases. 

One  case  of  perineal  prostatectomy,  as  I  have  said  before  was 
cut  too  freely  and  he  had  dribbling  from  the  penis  for  several 
months,  necessitating  use  of  a  urinal.  I  have  not  heard  from  him 
recently.  A  few  cases  of  epididymitis,  I  think  three  in  all,  were 
recorded.  The  patient  with  the  tear  into  the  rectum  felt  no  evil 
effects  from  it. 

In  regard  to  the  rest  of  the  cases  at  the  time  of  discharge : 
They  could  empty  their  bladders  and  were  in  excellent  condition. 
Their  urinary  control  was  good,  the  interval  long  and  with  no 
straining.  In  regard  to  their  sexual  powers  I  have  no  extended 
knowledge.  Some  have  reported  after  some  months  and  told  me 
they  were  unchanged  in  that  respect;  a  few  had  lost  it  before 
operation.  One  man  thought  it  was  somewhat  stronger  than 
before  I  removed  the  prostate. 

To  sum  up  I  would  say : 

First — Perineal  prostatectomy  is  a  much  safer  operation 
than  the  supra-pubic  one.    In  simple  cases  it  is  the  one  of  choice. 

Second — The  cystoscope  is  often  of  assistance  in  helping  us 
decide  upon  the  best  operative  route  and  is  devoid  of  danger  if 
skillfully  used.  If  there  are  complications,  stones,  new  growths 
or  a  very  voluminous  prostate,  the  supra-pubic  route  is  usually 
necessary.   In  three  of  my  fatal  cases  I  did  not  use  the  cystoscope. 

Third — No  so-called  emergency  prostatectomy  should  be  per- 
formed. The  two-stage  method  better  be  employed  in  these 
perilous  cases. 

Fourth — Bladder  drainage  is  of  the  utmost  importance  and  is 
often  the  main  essential  of  after-treatment. 
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Hypernephroma  Renis. — Kuzmik.    (Beitr.  z.  klin.  Chir.,  February,  1905.) 

Kuzmik  reviews  the  histology,  etc.,  of  these  tumors,  and  reports  three  cases. 
He  states  that  hematuria  is  the  first  reliable  symptom  of  hypernephroma.  The 
urine  is  evenly  discolored,  and  long,  thin  blood-coagula,  showing  constrictions,  are 
not  only  suspicious,  but,  according  to  experience,  a  certain  sign  of  this  condition. 
The  hematuria  is  usually  preceded  by  a  dull  pain,  referred  by  the  patient  to  the 
affected  side.  The  tumor  usually  causes  the  patient  no  discomfort,  as  long  as  it 
does  not,  through  its  large  size,  cause  pressure,  or  traction  symptoms.  The  growth 
of  the  tumor  is  irregular.  All  of  K.'s  patients  had  passed  the  fiftieth  year;  two  were 
males,  one  a  female.  One  male,  and  the  female  recovered  from  the  operation,  the 
latter  dying  sixteen  months  later,  of  a  nephritis.  The  therapeutic  indications  are 
extirpation  of  the  diseased  kidney,  if  the  other  kidney  is  healthy  and  capable  of 
performing  its  functions  properly.  His  preference  is  for  the  lumbar  incision.  The 
contra-indications  to  an  operation  are  severe  organic  disease  of  other  organs,  and 
the  presence  of  metastases. 

Thrombophlebitis     Gonorrhoica. — Voss.      {Dermatolog.     Zeitschr.,  February, 
1905.) 

In  a  patient  in  the  fifth  week  of  an  acute  gonorrhea,  a  hard,  cord-like  swell- 
ing developed  on  the  dorsum  penis.  This  was  excised,  and,  on  examination,  found 
to  be  a  true  thrombophlebitis. 

Radical  Cure  of  Urethral  Strictures  by  Means  of  the  Eletrolytic  Needle. — 

Selhorst.  {Dermatolog.  Centralbh,  February,  1905.) 
The  author  describes  his  method  of  procedure  as  follows:  The  stricture  is 
first  dilated  (by  means  of  bougies,  or  internal  urethrotomy),  to  23  French,  before 
the  electrolytic  treatment  is  begun.  The  urethra  is  then  thoroughly  irrigated  with 
a  solution  of  Oxycyanate  of  Mercury.  The  urethroscopic  tube  is  passed  through 
the  entire  stricture  and  then  withdrawn  until  the  stricture  presents  in  the  lumen 
of  the  tube.  The  insulated  electronic  needle,  which  ends  in  a  sharp  platinum 
point  of  ii  to  2  cm.  in  length,  is  connected  with  the  negative  pole  of  the  battery, 
and  inserted  J  to  i  cm.  deep  into  the  strictural  tissue.  The  current  is  completed 
by  a  wet  sponge  electrode,  placed  upon  the  thigh,  and  connected  with  the  positive 
pole  of  the  battery.  Four  to  six  milliamperes  of  current  are  used  for  about  three 
minutes,  after  which  the  operation  is  repeated  at  another  part  of  the  stricture. 
Four  to  six  treatments  comprise  a  sitting,  and  these  sittings  are  repeated  at  first 
twice  a  week,  later  weekly.  Each  sitting  is  followed  by  an  irrigation  of  the  oxy- 
cyanate solution.  During  the  course  of  treatment,  bougies  are  passed  once  a  week, 
and  followed  by  an  irrigation  of  1-4000  solution  of  Nitrate  of  Silver,  to  promote 
resorption,  and  to  preserve  the  lumen  of  the  urethra.  The  author  claims  that  his 
results  are  excellent. 
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Complete  Latency  of  an  Unusually  Advanced  Urogenital  Tuberculosis. — 

Taubert.  {Deutsche  Militaeraerztlic/ie  Zeitschr.,  February,  1905.) 
The  patient,  a  young  reservist  of  twenty-three  and  one-half  years,  without  any 
family  history  of  tuberculosis,  reported  sick  after  eight  days  of  military  duty,  with 
headache,  burning  pain  in  the  vesical  region,  and  hematuria.  The  only  preceding 
illness  had  been  a  mild  similar  attack,  one  year  previously,  which  soon  disappeared. 
The  mother  had  suffered  with  a  pyelitis,  for  some  years.  Urinalysis  revealed  blood, 
coagula,  albumin,  no  casts,  and  an  acid  reaction.  The  patient  grew  worse,  and  died 
after  three  weeks.  The  autopsy  revealed  a  pronounced  tuberculous  degeneration  of  the 
left  kidney,  the  organ  being  surrounded  by  and  adherent  to  thick  connective  tissue 
masses.  On  the  surface  of  the  kidney,  there  were  numerous  large  and  small  tuber- 
culous nodules.  The  kidney  substance  was  riddled  with  large  and  small  tubercu- 
lous cavities,  filled  with  cheesy  to  creamy  contents.  Numerous  cheesy  nodules  also 
were  present.  The  pelvis  and  ureter  were  filled  with  a  thick,  cheesy  substance,  and 
the  ureter  thickened  along  its  entire  length.  The  bladder  wall  was  covered  at 
numerous  points,  with  adherent  masses  of  cheesy  membranous  deposits.  At  the 
trigone,  a  large  superficial  tuberculous  ulceration  was  found.  The  right  kidney 
showed  no  tuberculous  changes,  but  was  the  seat  of  a  parenchymatous  nephritis. 
The  prostate  was  somewhat  enlarged,  hard,  and  riddled  with  innumerable  tuber- 
culous nodules. 

Venereal  Warts,  Etiology,  Pathology,  Diagnosis  and  Treatment. — C.  A. 

G.  Rohrer,  M.D.  (American  Jour,  of  the  Med.  Sciences,  November,  1904, 
p.  761.) 

This  article  contributes  to  our  knowledge  of  venereal  warts. 
A  Curious  Case  of  Separation  of  Urine  Following  Operation  in  a  Hematuric 
Patient. — By     Dr.     Cathelin.    {Annates    des    Maladies     des  Organes 
Genito-Urin aires,  November  15,  1904.) 

The  writer  reports  the  case  of  a  patient  in  the  service  of  M.  Menetrier  at  the 
Hospital  Tenon,  operated  upon  by  Dr.  Legars.  There  was  a  question  of  right 
lumbar  tumor  in  a  hematuric  patient  with  healthy  bladder  and  in  whom  nothing 
could  be  found  in  the  left  lumbar  fossa. 

The  clinical  diagnosis  was  cancer  of  the  right  kidney.  Separation  of  urine 
showed  that  the  blood  came  from  the  left  kidney  and  that  the  right  kidney,  increased 
in  size,  secreted  a  clear  urine.    Results  confirmed  by  cystoscopy. 

Left  kidney  was  cancerous  and  the  right  one  simply  hypertrophied  by  com- 
pensation. 

Variations  of  Virulence  and  Urinary  Surgery. — Prof.  Guyox.  (Annales  des 
Maladies  des  Organes  Genito-L'rinaires,  November  15,  1904.) 

Variations  of  virulence  of  microorganisms  and  in  resistance  of  tissues  have  an 
important  bearing  upon  urinary  surgery.  The  new  era  in  surgery  dates  from  the 
time  of  judicious  use  of  carbolic  acid,  introduced  by  Lister.  This  substance,  like 
manv  other  antiseptics,  does  not  destroy  all  the  germs,  but  their  virulence  is 
attenuated  in  this  way.  Hands  of  surgeons  and  all  instruments  should  be  sterilized. 
By  experimentation,  and  clinically  we  constantly  encounter  variations  in  resistance. 

When  an  operation  has  been  wisely  determined  upon  and  done  with  all  anti- 
septic precautions,  it  is  necessary  to  be  on  guard  constantly  against  germ  infection. 
A  variety  of  influences  can  render  the  organism  susceptible  to  infection,  e.  g.,  age, 
sex,  pathological  conditions  and  certain  congenital  malformations.  The  urinary 
organs  do  not  become  receptive  to  germ  invasion  except  when  their  anatomical  and 
functional  condition  is  altered. 
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CLINICAL  AND  EXPERIMENTAL  STUDIES  CON- 
CERNING THE  PATHOGENESIS  OF  EPIDIDY- 
MITIS GONORRHOICA. 

FROM  PROF.  FINGER'S  UNIVERSITY-CLINIC  OF  SYPHILIDOLOGY  AND 
DERMATOLOGY  AND  PROF.  EXNER's  IMP.  ROY.  INSTITUTE 
OF  PHYSIOLOGY,  VIENNA. 

By  Dr.  Moriz  Oppenheim,  Clinical  Assistant,  and  Dr.  Otto 
Low,  Demonstrator  of  the  Physiological  Institute  and 
Assistant  of  the  Clinic. 

REGARDING  the  pathogenesis  of  epididymitis  which 
frequently  follows  a  gonorrheal  urethritis  we  find 
-various  opinions.  Some  authors  (Sowiusky)  regard 
epididymitis  as  an  effect  of  toxins  arising  in  the  urethra  and  pros- 
tate; this  theory,  however,  has  never  been  satisfactorily  proven. 
French  authors  (Eraud)  attribute  the  cause  of  epididymitis  to 
the  so-called  orchiococcus,  a  harmless  parasite  of  the  urethra;  but 
to-day,  according  to  the  examinations  of  Baermann,  Gross,  Nobl, 
Laurent,  Murphy,  etc.,  there  is  no  question,  but  that  the  gon- 
ococcus  is  the  only  cause  of  epididymitis.  This  fact  is  not 
doubted,  whereas  the  route,  which  the  gonococcus  takes  from  the 
posterior  urethra  into  the  epididymis  is  an  unsettled  question. 
The  most  accepted  opinion  was  that  the  natural  path,  through  the 
vas  deferens  into  the  epididymis,  is  made  by  the  gonococcus  grow- 
ing turf-like  over  the  mucous  membrane  of  the  vas  deferens  and 
that  stagnation  of  the  purulent  secretion  takes  place  in  the  cauda 
of  the  epididymis;  therefore,  we  must  find  clinically  the  first 
symptoms  of  inflammation  in  this  part  of  the  epididymis — pain 
and  swelling  of  the  cauda.  Horowitz  thinks  that  the  lymphatic 
vessel,  accompanying  the  funiculus  spermaticus  and  first  dis- 
covered by  M.  v.  Zeissel  and  Horowitz,  is  of  more  importance  in 
the  etiology  of  epididymitis  and  peritonitis  than  the  extension  per 

379 


3  So 


AMERICAN  JOURNAL  OF  UROLOGY 


contiguity  within  the  vas  deferens.  A  similar  opinion  is  expressed 
by  Audry  and  Dalous,  following  their  histological  examinations. 
The  histological  results  of  Nobl,  Sellei  and  Sorrentino,  on  the 
contrary,  speak  undoubtedly  against  the  theory  that  the  gonococcus 
travels  through  the  lymphatic  vessels  from  the  posterior  urethra 
into  the  epididymis;  they  all  find  that  the  internal  surface  of  the 
vas  deferens  and  especially  of  the  channels  in  the  cauda  are  mostly 
affected  by  the  gonococcus:  the  surrounding  connective  tissue  which 
contains  the  lymphatic  vessels  showing  much  less  alteration. 

Simmonds  found  in  autopsies  cicatricial  closure  of  the  vas 
deferens  without  alteration  of  the  surrounding  muscle-lavers,  so 
that  in  these  cases  this  occlusion  was  caused  by  the  inflamed 
mucous  surfaces  alone. 

But  two  facts  are  difficult  to  be  explained  by  the  extension 
of  the  process  within  the  vas  deferens:  firstly,  the  fact  that  the 
epididymis  is  generally  affected  earlier  than  the  i-as  deferens; 
secondly,  the  rapidity  with  which  the  first  symptoms  of  an  epididy- 
mitis follow  the  exciting  cause.  The  gonorrheal  process  proceeds 
turf-like  over  the  urethra. 

As  the  gonococcus  has  no  movement  of  its  own  and  the 
extension  over  the  mucous  membrane  is  only  possible  by  way  of  a 
coherent  turf  by  peripheral  apposition  of  the  new  shoots,  an 
energy  of  growth,  which  could  cover  a  surface  of  16  cm.  (that 
is.  the  length  of  the  anterior  urethra)  of  equal  thickness,  seems  to 
be  absolutely  impossible:  this  could  not  be  done  by  the  most 
luxuriously  growing  microorganisms  upon  the  best  culture  media. 
In  the  above  manner  Finger  explains  the  interval  of  sixteen  days 
from  the  infection  of  the  orificium  urethra?  to  the  infection  of  the 
posterior  urethra.  How  singular  would  be  the  rapidity  with 
which  the  gonococcus  could  travel  through  the  channel  of  the  vas 
deferens,  40-45  cm.  long. 

Both  circumstances,  the  rapidity  and  the  leaping  over  the 
funiculus  spermaticus,  can  be  easily  explained,  if  we  suppose  that 
the  gonococcus  is  transported  from  the  posterior  urethra  into  the 
epididymis,  not  by  propagation  in  turf-like  form,  but  by  retro- 
peristaltic  movements  of  the  vas  deferens.  Such  retroperistaltic 
movements  have  been  observed  by  Loeb  and  later  by  Akutsu. 
The  latter  saw  after  faradic  irritation  of  the  hypogastric  nerve  of 
a  guinea  pig  a  retroperistaltic  contraction  of  the  vas  deferens, 
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beginning  in  the  region  of  the  colliculus  seminalis  and  stopping  at 
the  cauda  of  the  epididymis. 

Certain  clinical  observations  force  us  to  regard  this  retro- 
peristaltic  wave  going  over  the  vas  deferens  as  the  origin  of  gonor- 
rheal epididymitis. 

In  the  short  space  of  nine  months  we  had  occasion  to  observe 
the  following  cases,  all  of  which  presented  rapidity  of  the  appear- 
ance after  the  exciting  cause,  the  leaping  over  the  vas  deferens 
and  the  first  lesions  in  the  cauda  as  common  symptoms. 

Case  i.  K.  Lt.  twenty-one  years  old  entered  the  clinic  with 
urethritis  posterior  subacuta.  Therapy:  Instillations  in  the 
posterior  urethra  with  ?  per  cent,  silver-nitrate  solution,  gradually 
increasing  with  the  concentration.  On  the  26th  of  June,  at  9 
o'clock  first  instillation,  at  eleven  o'clock  pains  in  the  right  testicle, 
the  next  morning  a  distinct  painful  swelling  of  the  right  cauda. 
The  silver-nitrate  instillation  was  the  cause  of  the  inflammation  in 
this  case. 

Case  2.  M.  K.,  twenty-five  years  old;  epididymitis  dextra 
recens,  urethritis  posterior  acuta,  hematuria.  The  1 8th  of  July, 
immediately  after  Janet  irrigation,  pains  in  the  left  testicle;  the 
following  day  a  swelling  of  the  left  cauda.  In  this  case  the  Janet 
irrigation  was  the  cause  of  the  cauda  inflammation. 

Case  3.  A.  B.,  twenty-one  years  old,  urethritis  acuta  pos- 
terior, prostatitis  acuta.  The  6th  of  August  at  10  o'clock  mas- 
sage of  the  prostate,  a  short  time  later  pains  in  the  right  testicle; 
7th  of  August,  pain  and  thickening  of  the  right  cauda.  The 
massage  of  the  prostate  was  the  cause  of  the  inflammation  in  the 
tail  of  the  epididymis  in  this  case. 

Case  4.  A.  F.,  twenty-one  years  old,  urethritis  acuta  pos- 
terior. On  the  night  of  the  14th  of  September  the  patient  had  a 
pollution;  the  17th,  pain  in  the  right  testicle  and  thickening  of 
the  right  cauda.  In  this  case  a  pollution  caused  the  cauda 
inflammation. 

Case  5.  T.  B.,  twenty-two  years  old,  urethritis  posterior 
acuta,  epididymitis  sinistra,  funiculitis.  The  29th  of  November, 
10  o'clock,  instillation  of  5  per  cent  copper-sulphate  solution;  on 
the  morning  of  the  30th,  pains  in  the  inguinal  region;  the  copper- 
sulphate  instillation  is  repeated;  in  the  evening  the  pains  increased. 
The  1  st  of  December  swelling  and  pain  in  right  vas  deferens. 
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The  thickening  is  spindle-shaped,  flat,  painful,  the  epididymis  is 
free.  In  this  case  a  5  per  cent,  copper-sulphate  instillation  was 
followed  by  a  circumscript  funiculitis. 

Case  6.  Fifty  years  old.  Prostatitis  acuta  parenchymatosa 
permagna  lobi  utriusque,  urethritis  subacuta.  The  9th  of 
February,  examination  of  the  prostate,  the  following  evening  pain 
in  the  left  testicle;  nth  of  February,  swelling  of  the  left  cauda, 
which  during  the  next  few  days  goes  over  the  corpus  and  the  head 
of  the  epididymis.  The  examination  of  the  prostate  was  here 
the  cause, 

Case  7.  H.  F.,  thirty-four  years  old.  Urethritis  subacuta 
posterior.  The  9th  of  February  the  patient  had  a  pollution. 
February  10,  pains  in  the  left  testicle;  on  the  nth,  a  swelling  the 
size  of  a  cherry  in  the  left  cauda.  A  pollution  caused  the  inflam- 
mation of  the  cauda  in  this  case. 

Case  8.  A.  B.,  twenty-four  years  old,  urethritis  subacuta 
posterior,  epididymitis  bilateralis  vetus.  The  11th  of  February 
in  the  forenoon,  milking  of  the  prostate;  in  the  afternoon  pains 
in  the  right  inguinal  region.  February  12,  pains  in  the  right 
testicle;  the  13th,  thickening  of  the  right  funiculus  spermaticus. 
Massage  of  the  prostate  gives  rise  in  the  presence  of  an  old 
epididymitis  bilateralis  to  a  violent  funiculitis. 

Case  9.  B.  D.,  twenty  years  old,  urethritis  acuta  posterior. 
The  31st  of  December,  epididymitis  sinistra  principally  in  the 
cauda.  The  patient  relates,  that  he  had  wrestled  with  another 
patient  the  day  before.  Immediately  following  he  felt  pains 
in  the  left  inguinal  region;  12  hours  later  tugging  pains  in  the 
left  testicle,  gradually  increasing.  A  violent  muscular  exertion 
caused  the  inflammation  in  this  case. 

These  nine  cases  were  observed  in  the  short  time  of  nine 
months  and  show  nearly  all  possibilities  of  the  origin  of  an  acute 
epididymitis.  They  all  have  in  common  the  sudden  irritation  and 
a  few  hours  later  the  development  of  pain  in  the  inguinal  region 
and  testicle,  followed  in  24  to  28  hours  by  epididymitis  in  the 
cauda.  And  it  is  remarkable  that  the  head  and  the  body  of  the 
epididymitis  became  affected  earlier  than  the  funiculus  spermat- 
icus. The  irritations  which  have  this  effect  are  instillations  in  the 
posterior  urethra,  pollutions,  massage  of  the  prostate,  Janet's 
irrigations  and  muscular  exertion. 
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In  lieu  of  these  cases,  if  we  regard  the  retroperistaltic  con- 
traction of  the  canalis  deferentialis  as  the  cause  of  the  epididy- 
mitis, we  must  answer  the  following  questions:  Are  the  etiological 
factors  for  the  origin  of  an  epididymitis  generally  able  to  produce 
a  retroperistaltic  movement?  And,  secondly,  is  such  a  retroperi- 
staltic wave  able  to  transport  the  virus  which  lies  upon  the  colliculus 
seminalis  into  the  epididymis? 

Regarding  the  physiological  behavior  of  this  movement  it 
is  surprising  that  by  this  movement  the  gonococcus  can  travel  out 
of  the  urethra  into  the  epididymis,  but  the  investigations  of 
Akutsu,  before  mentioned,  explain  this. 

The  most  common  causes  of  epididymitis  following  gonor- 
rhea are  given  by  Finger  as  alcoholic  and  venereal  excesses, 
muscular  exertion  and  faulty  therapy.  Jordan  thinks  that  besides 
other  causes  instrumental  treatment  plays  the  chief  role  in  the 
etiology  of  gonorrheal  epididymitis,  not  only  in  acute,  but  also 
in  chronic  stages  of  gonorrhea. 

During  coitus  these  retroperistaltic  movements  transport 
the  spermatozoa  lying  immovable  in  the  epididymis  towards  the 
spermatic  vesicles  and  the  urethra,  but  at  the  same  time  there  is 
the  danger  that  virus,  which  is  upon  the  colliculus  seminalis,  is 
thrown  towards  the  testicle,  especially  at  the  time  when  the  wave 
is  running  down  and  a  contraction  at  the  urethra  gives  away  to  an 
enlargement  of  the  lumen  of  the  vas  deferens  at  the  testicle, 
whereby  the  possibility  of  aspiration  is  given. 

We  are  not  able  to  prove  the  origin  of  retroperistaltic  move- 
ments of  the  vas  deferens  following  a  violent  trauma  which  fre- 
quently causes  the  epididymitis,  but  in  analogy,  with  the  origin  of 
peristaltic  movements  in  the  intestine  caused  by  mechanical  effects 
(Nothnagel),  which  sometimes  even  cause  an  invagination,  we 
are  obliged  to  concede  this  possibility. 

The  next  causes  of  epididymitis,  namely,  excesses  in  alcohol 
and  faulty  instrumental  treatment,  are  injuries  which  harm  the 
urethra  directly  at  the  colliculus  seminalis,  which  is  the  most  irri- 
table and  most  exposed  point  to  urethral  instrumentation. 

Injuries  of  this  point  are  able  to  produce  retroperistaltic  con- 
tractions of  the  vas  deferens  which  the  following  experiments  will 
shozv  and  produce  them  the  quicker,  the  more  irritable  this  point 
is.     (Hyperemia,  inflammation.) 
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At  tirst  we  imitated  the  experiments  of  Akutsu  and  received 
the  same  results.  We  opened  the  bellies  of  rabbits  and  guinea  pigs 
under  ether  narcosis  by  a  long  incision  in  the  linea  alba,  looked 
for  the  hypogastric  nerve  and  irritated  it  with  a  faradic  current. 
The  hypogastric  nerve  is  that  small  branch,  which  leads  on  both 
sides  from  the  inferior  mesenteric  ganglion-cells  and  by  the 
erigens  nerve.  A  faradic  irritation  of  the  hypogastric  nerve 
causes  a  wormlike  movement  of  the  vas  deferens,  beginning  at 
the  urethral  end  and  ending  near  the  testicle,  which  is  consequently 
a  retroperistaltic  movement. 

The  spermatic  vesicles  show  the  same  movement  and 
eject  sperma  simultaneously.  The  above  confirms  Akutsu's 
experiments. 

We  then  divided  the  symphysis,  denoted  the  anterior  wall  of 
the  urethra  to  the  bladder;  we  cut  through  this  wall  and  freed 
the  colliculus  seminalis  (caput  gallinaginis),  which  is  a  pale 
colored  elevation  the  size  of  a  millet  grain.  If  the  animal 
(guinea  pig  or  rabbit)  was  kept  in  superficial  narcosis,  the  elec- 
trical irritation  of  the  caput  gallinaginis  by  moderately  strong 
currents  was  followed  very  distinctly  by  a  retroperistaltic  move- 
ment of  the  spermatic  vesicles,  which  imitated  a  stage  of  erection, 
which  lasted  for  a  short  time  before  relaxing.  There  was  observed 
also  a  retroperistaltic  movement  of  one  or  both  vasa  deferentia. 

The  other  experiments  showed  that  this  movement  was  the 
result  of  a  reflex  action. 

First — The  irritation  of  places  in  the  neighborhood  of  the 
colliculus  seminalis  proved  negative. 

Second — When  deep  narcosis  was  used  and  all  other  reflexes 
were  absent,  it  was  impossible  to  produce  the  retroperistaltic 
movements  by  irritation  of  the  vas  deferens. 

Third — The  irritation  of  the  colliculus  seminalis  after  sever- 
ing the  hypogastric  or  motor  nerve  of  the  vas  deferens  caused 
no  retroperistaltic  movement. 

Fourth — It  is  possible  by  mechanical  irritation,  such  as 
squeezing,  to  produce  this  reflex,  whereas  chemical  irritants  proved 
negative.  We  have  thus  demonstrated  that  the  retroperistaltic 
movements  of  the  vas  deferens  are  reflex  movements  and  not 
affected  by  current  radiation,  as  they  ceased  in  deep  narcosis,  also 
after  irritating  places  in  the  urethra  other  than  the  colliculus  sem- 
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inalis,  also  after  destruction  of  the  hypogastric  nerve  and  because 
they  could  be  produced  by  mechanical  irritation. 

In  one  case  we  saw,  after  electrical  irritation  of  the  colliculus 
seminalis,  ejection  of  sperma;  in  two  cases,  contraction  of  mus- 
culus  cremater.  These  experiments  could  be  observed  only  in 
rabbits  and  guinea  pigs;  in  dogs  they  were  negative  even  with 
direct  irritation  of  the  muscles  of  the  vas  deferens.  It  was  possible 
to  produce  a  constriction  only  at  the  point  of  irritation.  The 
latter  experiment  agrees  with  similar  ones  reported  by  Exner. 

We  now  want  to  show,  that  the  human  vas  deferens  is 
capable  of  peristaltic  or  retroperistaltic  reflex  movements,  follow- 
ing electrical  irritation  of  the  colliculus  seminalis,  as  in  guinea 
pigs  and  rabbits  and  contrary  to  that  of  the  dog,  where  the  stimu- 
lation produced  no  such  movements.  By  these  movements  the 
gonococci  are  able  to  travel  from  the  posterior  urethra  to  the 
epididymis. 

Exner  infers  from  the  experiments  of  Kolliker  and  Virchow 
that  the  movements  of  the  human  vas  deferens  are  analogous  to 
the  movements  of  the  rodentia.  These  authors  found  in  an 
executed  criminal,  that  by  galvanic  irritation  of  the  vas  deferens 
a  violent  alternate  lengthening  and  shortening  of  the  latter  took 
place. 

It  is  very  probable  that  this  capability  of  peristalitic  move- 
ment exists  in  the  vas  deferens,  as  its  muscle  layers  have  the  same 
order  as  those  of  the  intestine,  namely,  internal  circular  and 
external  longitudinal  muscle-fibres.  But  this  is  only  a  hypothesis. 
The  following  experiments  are  a  direct  proof  for  the  peristaltic 
and  antiperistaltic  movements  of  the  human  vas  deferens. 

Our  first  idea  was  to  try  the  possibility  of  bringing  to  view 
the  peristaltic  contractions  of  the  denuded  human  vas  deferens. 
This  was  made  possible  on  the  occasion  of  a  Bassini  operation  in 
Prof.  Mosetig's  surgical  department  in  the  general  hospital  in 
Vienna.  We  irritated  the  colliculus  by  means  of  an  electrical 
sound,  which  was  introduced  into  the  posterior  urethra  and  were 
disappointed  at  not  getting  any  result.  We  found  the  explanation 
later. 

The  cause  of  our  failure  in  this  case  was  that  during  the 
Bassini  operation  a  deep  narcosis  is  required  and  all  reflexes  are 
absent,  therefore  the  peristaltic  movement  of  the  vas  deferens, 
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which  is  a  true  reflex,  could  not  be  produced;  this  circumstance 
was  in  a  way  a  proof  of  the  reflex  nature  of  this  movement.  We 
had  no  occasion  to  repeat  a  trial  of  this  experiment.  Our  next 
attempt  was  to  get  to  feel  a  peristaltic  movement  in  the  vas  defer- 
ens. To  this  end  we  introduced  an  electric  sound  into  the  posterior 
urethra  of  a  patient  suffering  from  a  non-gonorrheal  chronic 
urethritis,  attaching  it  to  the  negative  pole  of  a  galvanic  battery; 
a  positive  electrode  being  introduced  into  the  rectum.  On  open- 
ing and  closing  the  current  we  could  feel  through  the  scrotum 
and  integument  of  the  vas  deferens,  shortly  after  irritation  (two 
minutes),  a  shortening  and  thickening  of  the  vas  deferens  alone. 
This  contraction  began  slowly  under  our  fingers,  remained  some 
time  and  gradually  disappeared,  the  intensity  varying  in  different 
individuals  and  distinctly  felt  in  most. 

By  these  experiments  we  have  proven  that  all  causes  which 
can  produce  an  epididymitis  are  also  able  to  produce  a  retroperi- 
staltic  movement  of  the  vas  deferens.  We  now  want  to  prove, 
that  this  antiperistaltic  wave  is  capable  of  throwing  the  gonococci 
from  the  posterior  urethra  to  the  epididymis.  Then  it  will  be 
easy  to  understand  that  this  wave  must  deposit  the  virus,  where 
there  is  an  angle  in  the  tube  in  most  cases,  this  angle  being  the 
cauda  that  breaks  the  wave.  This  is  also  the  place,  where  the 
inflammation  of  the  epididymis  most  commonly  begins,  as  our 
clinical  observations  partly  mentioned  before  and  partly  observed 
in  our  clinic  show.  In  the  literature  we  find  mention  of  two  ex- 
periments in  which  it  was  possible  to  produce  a  purulent  orchitis, 
whose  etiology  was  referable  to  the  urethra.  Paladino  Blandini 
has  demonstrated  that  tubercle  bacilli  and  other  pathogenic  and 
non-pathogenic  microorganisms  are  able  to  wander  from  the 
orificium  urethra?  into  the  testicle. 

The  experiments  of  Baumgarten  and  Kramer  showed  a  dif- 
ference between  the  tubercle  bacilli  and  pus  bacteria  on  their 
introduction  into  the  orificium  urethra?.  After  keeping  liquids 
from  the  animals  on  which  they  were  to  experiment  some  days 
before  the  operation,  they  succeeded  in  some  cases  in  producing 
a  pus-infection  of  the  testicle,  but  never  a  tubercular  one.  The 
tubercle  bacilli  are  not  "  secretion  parasites,"  that  is,  they  do  not 
grow  in  the  normal  secretions.  Were  they  able  to  grow  in  the 
normal  secretion  of  the  urethra  they  would  develop  and  spread 
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like  the  gonococci  and  pus  bacteria  in  all  directions,  also  against 
the  direction  of  the  stream.  By  their  experiments  they  proved 
also  that  the  direction  of  the  lymphatic  stream  is  the  same  as 
that  of  the  secretion  of  the  testicle,  namely,  towards  the  urethra, 
so  that  it  is  impossible  to  advance  germs  towards  the  testicle. 
This  latter  is  another  point  against  the  lymphatic  transportation 
of  the  virus. 

By  the  following  experiments  we  want  to  show  that  retro- 
peristaltic  movements  are  positively  capable  of  throwing  the 
gonococcus  from  the  urethra  into  the  epididymis. 

We  introduced  a  fine  catheter  into  the  urethra  of  a  rabbit  to 
the  caput  gallinaginis.  This  point  can  be  felt  easily  and  dis- 
tinctly, because  two  big  prominences  push  forward  the  posterior 
surface  of  the  urethra  and  prohibit  the  advance  of  the  catheter. 
Through  this  catheter  a  solution  of  methylene  blue  solution  was 
injected.  Then  a  laparotomy  was  performed  and  the  hypogas- 
tric nerve  electrically  irritated  several  times.  Each  time  the  irri- 
tation was  followed  by  retroperistalsis  of  the  spermatic  vesicle 
and  the  vas  deferens  on  the  irritated  side.  But  it  was  impossible 
to  find  methylene  blue  in  the  vas  deferens,  either  macroscopically 
or  microscopically. 

The  following  experiment  was  also  negative.  After 
laparotomy  the  symphysis  and  the  anterior  wall  of  the  urethra 
were  cut  through;  then  a  solution  of  methylene  blue  was  placed 
upon  the  colliculus  seminalis;  the  colliculus  seminalis  was  irritated 
electrically  and  in  this  way  antiperistalsis  of  the  vasa  deferentia 
produced.  Also  in  this  case  the  lumen  of  the  vas  deferens  was 
free  from  methylene  blue. 

In  these  experiments  we  could  confirm  the  experiment  of 
Akutsu,  who  opened  the  vesicula  seminalia  toward  the  belly  and 
observed,  after  irritation  of  the  hypogastric  nerve,  the  ejection  of 
sperma  into  the  belly. 

Now  it  was  necessary  to  make  the  experimentum  crucis, 
namely,  to  put  bacteria  into  the  posterior  urethra  and  then  to 
observe  if  after  irritation  of  one  hypogastric  nerve  an  epididy- 
mitis was  produced  on  the  irritated  side. 

To  that  end  we  made  the  following  experiments : 


388       AMERICAN  JOURNAL  OF  UROLOGY 


EXPERIMENT  I 

September  22.  Laparatomy  in  a  rabbit,  the  intestine  ele- 
vated, the  bladder  nearly  full.  Hypogastric  nerve  easily  found. 
Irritation  of  it  with  the  faradic  current;  active  contraction  of  the 
right  vas  deferens.  Introduction  of  a  thin  catheter  into  the 
first  palpable  resistance.  Injection  of  shaken  virulent  strepto- 
cocci bouillon  culture  with  Strohscheim's  syringe.  Then  frequent 
electric  irritation  of  the  nerve,  followed  by  a  contraction  of  the 
vas  deferens.  Sewing  up  the  muscles  and  the  skin  of  the  belly. 
Twenty-third  of  September,  8  o'clock  in  the  morning,  found  the 
rabbit  quiet  in  a  corner  of  the  cage.  The  right  testicle  is  bigger 
than  the  left  and  a  little  more  resistant.  Five  o'clock  in  the 
evening,  the  right  testicle  is  nearly  three  times  the  size  of  the  left, 
pseudofluctuation,  pressure  upon  it  produces  no  pain.  Twenty- 
fourth  of  September,  8  o'clock  in  the  morning,  both  scrota  equal 
and  lax.  At  noon  the  rabbit  was  killed  and  on  autopsy  no  peri- 
tonitis was  found.  Both  testicles  and  vasa  deferentia  were  put 
into  95  per  cent  alcohol  for  histological  examination.  Macro- 
scopically  there  was  no  difference  between  the  right  and  the  left 
side.  The  histological  examination  showed  that  all  the  organs 
were  normal.  In  specimens  stained  after  Gram's  method  no 
streptococci  were  found  in  the  right  vas  deferens  and  epididymis. 

After  the  clinical  course  of  this  experiment  it  is  clear  that 
the  streptococcic  culture  was  too  weak,  so  that  it  caused  only  an 
acute  cedema  without  producing  an  acute  inflammation. 

EXPERIMENT  II 

Before  the  experiment  we  prepared  a  pure  culture  of 
streptococci,  which  was  virulent  in  a  high  degree  to  rabbits;  it 
killed  a  rabbit  by  intraperitoneal  injection  within  thirty-six  hours, 
Monday,  20th  of  February,  6  o'clock.  A  big  rabbit  was 
prepared  under  ether  narcosis  and  laparotomy  was  performed. 
A  fine  catheter  was  introduced  into  the  urethra  to  the  first 
palpable  resistance.  The  hypogastric  nerve  of  the  right  side  was 
easily  found  in  the  normal  place  and  faradic  irritation  produced 
a  strong  retroperistaltic  movement  of  the  right  vas  deferens  be- 
ginning at  the  spermatic  vesicle,  which  itself  was  in  contraction. 
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Now  5  cm.  of  the  virulent  bouillon-culture  of  streptococci,  well 
shaken,  were  injected  with  moderate  pressure  and  during  each 
injection  the  hypogastric  nerve  was  irritated.  We  did  this  six 
times  and  between  each  irritation  a  pause  of  two  or  three  minutes 
was  made.    Then  the  abdomen  was  sowed  up. 

Tuesday,  21st  of  February,  noon;  found  the  rabbit  quiet. 
The  testicles  were  in  the  belly;  no  difference  on  the  two  sides. 

Wednesday,  22d  of  February,  forenoon.  A  hard  painful 
nodule  was  palpable  in  the  right  testicle;  the  same  in  the  evening. 

Thursday,  23d  of  February,  noon.  The  right  scrotum 
thickened,  intensely  red.  Through  the  skin  one  could  feel  the 
swollen  cauda  and  also  the  enlarged  testicle. 

Evening  of  the  23d.  The  swelling  of  the  right  scrotum  has 
increased  greatly;  the  skin  is  intensely  red,  very  painful  to  the 
touch.  The  testicle  and  epididymis  are  the  size  of  a  small  pear, 
the  left  testicle  the  size  of  a  small  bean;  the  animal  very  much 
depressed. 

Twenty-seventh  of  February,  8  o'clock  in  the  morning. 
The  rabbit  dead.  The  tumor  of  the  right  scrotum  bluish-red, 
very  tense,  two  fingers  thick;  the  left  side  of  normal  size. 

Noon.  The  skin  over  the  right  testicle  is  cut  through  with 
a  sterile  knife  and  some  drops  of  the  bloody  serum  are  put  in 
bouillon.  Then  autopsy.  Peritoneum  free,  the  genital  organs 
of  the  left  side  healthy.  The  right  spermatic  vesicle  greatly  en- 
larged, hard,  dark-red,  covered  by  fibrinous  exudate,  the  vas 
deferens  red,  testicle  and  epididymis  1  cm.  thick,  dark-red,  hard. 

The  blood-vessels  of  the  mucous  membrane  of  the  urethra, 
filled,  not  injured,  thrombosis  of  the  blood-vessels  of  the  right 
vas  deferens,  the  coagula  being  easily  removable. 

Testicle,  epididymis,  vas  deferens,  spermatic  vesicle,  blad- 
der, are  cut  out  and  put  into  absolute  alcohol. 

February  24.  The  bouillon  culture  shows  streptococci  in 
great  numbers. 

The  histological  examination  shows  a  high  degree  of  inflam- 
mation in  all  organs.  The  epithelium  of  the  channels  of  the 
testis,  epididymis,  vas  deferens,  spermatic  vesicle  and  bladder  in 
desquamation;  in  the  tunica  propria  of  mucous  membrane  and 
directly  below  the  epithelium  in  the  enlarged  lymphatic  spaces 
numerous  streptococci,  mostly  in  small  clumps,  sometimes  also 
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single,  and  they  seem  in  some  places  to  be  between  the  epithelial 
cells.  In  the  muscular  and  in  the  other  layers  of  the  mucous 
membrane  the  blood-vessels  enlarged,  surrounded  by  infiltration 
of  leucocytes  and  contain  many  streptococci ;  the  same  changes  on 
the  serosa.  By  this  we  see  that  all  genital  organs  of  the  right 
side  were  affected  by  an  invasion  of  streptococci,  which  probably 
began  in  the  cauda  of  the  right  epididymis,  because  most  of  the 
streptococci  were  found  here. 

EXPERIMENT  III 

The  order  of  this  experiment  was  the  same;  while  we  sewed 
the  abdomen,  a  few  drops  of  urine  got  into  the  peritoneal  cavity. 
Twelve  hours  after  operation,  the  animal  was  dead.  Macro- 
scopically  no  changes  in  the  genital  tract  but  a  beginning  perito- 
nitis. The  histological  examination  showed  the  following  result : 
In  the  cauda  of  the  right  epididymis  a  marked  desquamation  of 
epithelial  cells;  no  infiltration  of  leucocytes  in  the  connective- 
tissue.  Streptococci  are  found  in  short  chains  between  the  epithe- 
lial cells  and  very  few  in  the  lymphatic  spaces  of  the  connective- 
tissue.  The  muscles  were  few.  It  seems  remarkable,  that  in 
spite  of  the  violent  inflammation  of  the  surface  of  the  mucous 
membrane,  there  was  a  total  absence  of  inflammatory  symptoms 
in  the  deeper  layers. 

The  testicle  shows  only  very  little  inflammation;  namely,  the 
epithelium  of  the  testicular  channels  are  nearly  intact.  In  their 
contents  are  found  at  times  clumps  of  streptococci  and  also  the 
connective-tissue-septa  contain  few  cocci.  The  vas  deferens  is 
very  little  effected;  but  between  the  epithelial  cells  and  in  the 
lymphatic  spaces  very  few  streptococci  are  found. 

These  experiments  demonstrate  that  the  streptococci  made 
their  way  from  the  posterior  urethra  through  the  vas  deferens 
within  its  lumen  and  not  through  the  blood  or  lymphatic  vessels. 
That  this  migration  was  not  caused  by  growth  by  apposition  is 
proven  by  the  rapid  appearance  of  streptococci  after  injection 
(twelve  hours  in  experiment  in),  and  especially  by  the  healthy 
condition  of  that  side  on  which  the  hypogastric  nerve  had  not 
been  irritated.  It  is  clear  that  the  invasion  of  streptococci  was 
made  from  the  cauda;  that  is  proven  partly  by  the  catarrh  in  the 
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cauda  in  the  presence  of  streptococci  without  affecting  the  con- 
nective-tissue, partly  by  the  stronger  affection  of  the  cauda  gener- 
ally in  comparison  with  the  vas  deferens  and  the  other  parts  of 
the  epididymis,  finally  by  the  clinically  observed  origin  in  the 
cauda. 

It  is  impossible  to  decide,  according  to  our  specimens, 
whether  the  streptococci  made  their  way  from  the  cauda  to  the 
testicle  and  the  vas  deferens  through  the  vessels  or  through  the 
lumen  of  the  canaliculi. 

Summing  up  for  conclusion  the  results  of  our  examinations 
briefly,  we  find  in  the  clinical  observation  of  the  origin  of  gonor- 
rheal epididymitis  certain  peculiarities. 

First.  As  causes  of  this  com  plication,  we  find  besides  violent 
muscular  exertion,  mechanical  or  chemical  irritations  of  the  pos- 
terior urethra,  and  ejaculations  of  sperma. 

Second.  The  inflammation  leaps  in  a  great  number  of  cases 
over  the  vas  deferens  and  is  localized  nearly  always  in  the  cauda 
of  the  epididymis.  From  here  it  affects  the  other  parts  of  the 
epididymis  and  the  vas  deferens. 

Third.  The  rapidity  of  the  appearance  could  not  be  ex- 
plained by  a  turf-like  proceeding  in  the  lumen  of  the  vas  deferens; 
but  the  histological  results  of  Nobl,  Sellei  and  Simmonds,  also  the 
experiments  of  Baumgarten,  speak  against  a  lymphatic  trans- 
portation. 

These  properties  are  explained  directly  if  we  suppose  that 
the  transportation  of  the  process  into  the  epididymis  is  caused 
by  retroperistaltic  movement  of  the  vas  deferens  For: 

First.  This  retroperistaltic  movement  is  not  only  observed 
in  rabbits  and  guinea  pigs,  but  also  in  men. 

Second.  It  is  possible  to  produce  it,  by  all  factors,  which  could 
cause  an  epididymitis.  It  is  caused  by  violent  trauma,  by  irrita- 
tion of  the  caput  gallinaginis,  as  the  new  reflex,  found  by  us, 
shows;  it  is  an  important  factor  in  every  sperma-ejaculation. 

Third.  It  is  possible  to  produce  experimentally  in  rabbits 
epididymitis,  if  cocci  are  present  in  the  posterior  urethra,  by  the 
retroperistaltic  movement,  quite  analogous  to  human  gonorrheal 
epididymitis. 

For  therapy  we  can  draw  the  following  conclusions  accord- 
ing to  our  experiments. 
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First.  It  is  contraindicated  to  apply  instruments  of  any  kind 
in  acute  posterior  urethritis.  Every  necessary  exploration  of  the 
prostate  must  he  made  with  great  precaution.  The  patient  must 
refrain  from  sexual  excitement,  pollutions  and  violent  muscular 
exertion.  The  more  acute  the  posterior  urethritis,  the  greater 
the  danger;  for  the  hyperemia  furthers  in  consequence  of  the 
higher  irritability  the  occurrence  of  our  reflex. 

Second.  Finger'  sidea  of  suspendingall  local  treatmentof  the 
posterior  urethra,  if  epididymitis  exist  on  one  side  is  correct, 
because  there  is  danger  of  the  other  epididymis  becoming  affected. 

Third.  In  subacute  and  chronic  posterior  urethritis,  where 
gonococci  are  still  present,  one  should  avoid  using  irritating 
injections. 


THE  PRESENT-DAY  STATUS  OF  TUBERCULOSIS  OF 
THE  MALE  GENITAL  ORGANS. 

II. 

By  Dr.  Ernst  R.  W.  Frank,  Berlin. 

Translated  from  the  German  by  Frederick  Bierhoff,  M.D.,  New  York. 

[Continued  from  the  June  Number.] 

THE  miliary  form  of  the  disease,  observed  by  Yidal,  Cru- 
veillier,  Yoillemier.  Le  Dentu,  Klebs  and  Burckhardt, 
has  no  interest  for  therapeutic  discussion:  otherwise, 
however,  the  chronic  surgical  form.  In  the  neighbor- 
hood of  the  gland  lobules  and  their  excretory  ducts, 
initial  tubercules  develop,  which  either  undergo  cheesy 
degeneration,  and  lead  to  abscess  formation,  or  become 
encapsulated  and  lead  to  connective  tissue  induration. 
Furthermore,  already  existing  abscesses  may  become  encap- 
sulated, or  may  break  down  into  open  cavities.  Finally,  exten- 
sive cheesy  infiltration  with  cheesy  degeneration  and  necrosis  may 
result,  even  to  total  sequestration  of  the  organ,  as  Marwedel  saw 
in  one  case.  Quite  frequently,  however,  fibrous  encapsulation 
and,  as  Broca  reports,  in  one  case,  total  calcification  of  the  pros- 
tate may  occur.  In  the  more  advanced  cases,  both  lobes  of  the 
prostate  are  involved;  at  the  beginning  frequently  only  one,  and 
that  on  the  side  corresponding  to  the  testicular  lesion,  as  Reclus 
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and  Simmonds  observed.  In  relation  to  therapy,  and  particularly 
to  surgical  intervention,  it  should  be  noted  that  if  the  tubercles 
be  interstitial,  and  are  isolated  from  the  urethral  canal,  the  pro- 
cess may  frequently  heal  under  medical  treatment.  The  tendency 
to  heal  shows  itself  not  only  in  the  initial  stage,  but  also  when 
cheesy  degeneration  has  already  begun.  Most  abscesses  have  the 
tendency  to  perforate  externally  and  to  empty  themselves. 
Whether  encapsulation,  or  abscess  formation  is  to  result,  depends 
upon  the  intensity  of  the  process,  the  extent  and  frequency  of  the 
lesions,  the  virulence  of  the  bacilli,  the  addition  of  a  secondary 
infection,  and  the  different  blood  supply  and  powers  of  resistance 
of  the  different  regions  of  the  prostate.  All  these  stages  of  the 
pathological  anatomical  process  of  a  prostatic  tuberculosis  may 
be  recognized  by  physical  examination.  Even  the  initial  tuber- 
cles, even  when  they  are  centrally  situated  and  thus  escape  detec- 
tion by  palpation,  cause  a  congestion  of  the  prostate  and  increase 
its  volume,  as  Reclus 43  and  Albarran 40  have  particularly  noted.  If 
the  tubercles  are  more  developed,  we  feel  characteristic,  indurated 
nodules,  separated  from  each  other  by  normal  areas,  which  may 
be  felt  through  the  rectal  wall  to  be  more  superficially,  or  more 
deeply  situated.  In  the  same  way  we  are  able  to  detect  areas  of 
softening,  and  abscesses.  If  the  process  breaks  through  the 
capsule  of  the  prostate,  and  a  peri-prostatic  abscess  forms,  then 
we  feel  an  exudate  of  considerable  dimensions,  in  the  true  pelvis. 

Tuberculosis  of  the  seminal  vesicles  occurs  rather  frequently, 
and  is  usually  bilateral.  The  frequent  co-existence  of  tuber- 
culosis of  the  seminal  vesicles  with  that  of  the  epididymes  and 
prostate,  makes  it  appear  to  be  a  secondary  affection,  which  is  to 
be  regarded  as  a  propagation  from  the  first-mentioned  processes. 
Although  the  disease  may  occur  primarily  and  isolated,  this  is 
seldom  the  case.  In  205  cases  of  urogenital  tuberculosis,  Sax- 
torph  found  it  7  times.  The  seminal  vesicles,  then,  may  become 
diseased  by  the  hematogenous  route,  as  well  as  by  contact.  The 
most  frequent  form  of  the  disease  is  the  infiltrative.  By  rectal 
palpation  a  more  or  less  pronounced,  sausage-shaped  protrusion 
is  felt,  of  doughy  consistence,  as  though  the  tumor  were  filled 
with  soft  soap.  The  seminal  vesicles  form  markedly  serpiginous, 
in  part  cystically  distended  ducts,  with  purulent  cheesy  contents. 
Cheesy  infiltration  of  the  wall  is,  as  Simmonds  remarks,  rela- 
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tively  rare.  Only  at  the  beginning  of  the  disease  do  we  find  dis- 
seminated nodules.  Miliary  tubercles  were  only  observed  once, 
by  Guelliot. 

Therapeutically  it  is  of  great  importance  that  tuberculosis 
of  the  seminal  vesicles  frequently  leads  to  connective-tissue  encap- 
sulation and  atrophy.  Broca,47  Guelliot,  Heiberg,  Hallo  and  Motz 
describe  cases  in  which  the  seminal  vesicles  had  undergone  com- 
plete connective-tissue  degeneration,  and  had  been  transformed 
into  an  atrophic,  obliterated  and  flattened  duct.  Among  36  cases 
Halle  and  Motz  saw  this  result  in  19.  So  decided  a  tendency  to 
heal  exists  in  no  other  organ  which  is  the  seat  of  urogenital 
tuberculosis.  If  abscess  formation  results,  the  progression  for- 
ward, of  the  pus,  through  the  ductus  ejaculatorii,  has  never  been 
observed.  It  goes  on  to  the  formation  of  a  cavity  in  the  process, 
and  only  by  way  of  this  does  the  cold  abscess  find  its  way  into  the 
urethra.  Halle  and  Motz  observed  this  in  15  instances.  Peri- 
vesiculitis  may  also  break  into  the  rectum,  and  toward  the  per- 
ineum. Doyen  once  saw  pelvic  peritonitis  originate  thus.  The 
changes  which  have  been  mentioned  before  singly  may,  occurring 
together,  lead  to  unusually  severe  destruction  of  the  urogenital 
crossways.  The  formation  of  large  cavities,  in  whose  develop- 
ment tuberculosis  of  the  prostate  plays  a  great  part,  helps  very 
much  to  bring  this  about.  Thompson,  Bauchet,  Guyon,  Voille- 
mier,  Le  Dentu,  Marwedel,  Halle  and  Motz  have  described 
them.  This  cavity  formation  may  absolutely  prevent  catheter- 
ization. At  times  this  destruction  goes  so  far  that  the  urogenital 
crossroad  is  transformed  into  a  single  large  cavity,  into  which 
the  bladder  opens,  so  that  it  forms  a  sort  of  anterior  diverticulum. 
This  is  filled  with  purulent  urine,  and  outlined  by  the  capsule  of 
the  totally  destroyed  prostate;  probably  by  way  of  the  median 
prostatic  lobe,  the  process  may  extend  to  the  neck  of  the  bladder, 
and  destroy  the  mechanism  of  vesical  closure.  Then  the  cavity 
is  in  constant  communication  with  the  bladder.  The  process  may 
then,  by  way  of  Littre's  and  Cowper's  glands  extend  to  the  pars 
membranacea,  and  lead  to  peri-urethral  cavity  formation,  so  that 
finally  the  urethra  passes,  like  a  drainage  tube,  through  the  cavity, 
until  it,  too,  falls  a  prey  to  the  destructive  process.  Halle  and 
Motz  describe  such  cases. 

Naturally  such  extensive  destruction  of  the  urinary  and 
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genital  organs  leads  to  severe  functional  disturbances  and  their 
consequences.  The  urine  passes  from  the  bladder  in  part  into  the 
cavity  and  stagnates  there,  until  the  cavity  is  filled;  then  it  passes 
off  voluntarily.  This  cavity,  filled  with  stagnant  urine  and  pus, 
now  opens  a  way  to  secondary  infection.  To  the  deleterious 
action  of  the  tubercle  bacilli  is  added  that  of  the  pus  germs, 
and  in  rapid  succession  degeneration  and  necrosis  result.  The 
abscesses  burrow  their  way  into  the  pelvic  connective-tissue,  which 
they  destroy,  and  break  into  the  rectum,  into  the  iliac  and  inguinal 
regions,  or  destroy  the  perineum.  In  the  formation  of  large 
abscesses,  as,  for  instance,  in  the  prostate,  profuse  hemorrhages 
sometimes  occur,  as  Albarran  and  others  describe.  They  are 
analogous  to  hemoptysis  in  pulmonary  cavities,  and  may  be  so 
severe  as  to  demand  immediate  surgical  intervention. 

Two  series  of  organs  are  of  particular  interest  in  the  origin 
and  therapy  of  urogenital  tuberculosis;  on  the  one  hand,  testis, 
epididymis  and  vas  deferens;  on  the  other,  kidney,  ureter  and 
bladder.  Tuberculosis  of  the  epididymis  and  testes  frequently 
occurs. 

The  disease  is  more  often  unilateral  than  bilateral.  In  the 
large  material  of  Czerny's  clinic  Haas  4S  found  bilateral  involve- 
ment in  38  per  cent,  of  1 1 1  cases. 

The  opinion  which  for  a  long  time  existed,  and  which,  in  a 
measure,  exists  even  at  the  present  day,  that  tuberculosis  of  the 
testes  and  epididymis  is  always,  or,  at  any  rate,  in  the  majority 
of  cases,  a  secondary  affection,  can  no  longer  justly  be  held,  in 
view  of  the  articles  of  Baumgarten  and  Kraemer,49  which  will  be 
more  carefully  considered  later  on.  It  is  a  fact  that  the  tuber- 
culous process  most  frequently  occurs  primarily  in  the  epididymis, 
even  though  it  is  not  so  often  of  protopathic  origin.  In  very 
young  children,  however,  primary  tuberculosis  of  the  testicle  has 
been  more  frequently  observed,  which  Kraemer  50  looks  upon  as  a 
congenital  infection.  Konig,51  Horwitz,  Jullien,  Lannelongue 
saw  such  cases,  which  are,  furthermore,  described  by  Felizet, 
Ashby  and  Drescher;  Giraldes  among  numerous  cases  saw  one  of 
tuberculosis  of  the  testis  in  a  foetus  at  full  term.  The  cases  of 
primary  tuberculosis  of  the  epididymis  are,  without  doubt,  much 
more  frequent  than  is  usually  assumed,  since,  by  the  time  the 
patients  come  under  observation,   the  process  has  frequently 
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already  spread  further,  and  involved  other  organs,  whether  by 
the  hematogenous  route,  or  by  direct  contact  of  the  mucous  mem- 
brane. Virchow  already  drew  attention  to  the  point  that  the 
tuberculous  process  always  appears  first  in  the  epididymis.  The 
tubercle  bacilli  are  caught  up  in  the  rete  testis,  where  the  small 
canals  become  very  much  narrowed,  or  in  the  epididymis,  where  as 
a  result  of  the  exceedingly  numerous  windings  and  curves  of  these 
canals  this  is  easily  possible,  particularly  when  the  efferent  canals 
are  obliterated  as  a  result  of  trauma,  or  preceding  gonorrheas. 
Kocher,""2  as  well  as  Simmonds,53  have  described  cases  in  which  the 
first  change  to  show  was  a  catarrh  of  several  of  the  small  canals 
of  the  epididymis.  Langhans  also  has  found  the  first  nodules  at 
this  point.  Single,  or  several  isolated  nodules,  then,  appear  in 
the  epididymis,  which  may  lead  to  cheesy  infiltration  of  the  organ. 
When  the  disease  is  so  far  advanced,  it  spreads  in  the  testis, 
through  the  formation  of  miliary  tubercles,  and  here,  too,  cheesy 
degeneration  may  result.  The  cheesy  mass  softens,  and  infiltra- 
tion may  develop  in  the  neighborhood,  with  fistulous  tracts  extend- 
ing outward.  In  solitary  instances  the  cheesy  foci  empty  and  the 
process  heals.  In  most  cases,  then,  the  epididymis  is  the  first, 
and  most  severely  affected  part,  and,  in  combination  with  it,  the 
testis  becomes  diseased,  in  a  number  of  cases.  Much  more  fre- 
quently, however,  the  tuberculous  process  extends  to  the  vas 
deferens,  the  involvement  of  which  we  usually  find  associated  with 
that  of  the  epididymis.  The  seminal  duct  is  found  to  be  thick- 
ened, and  on  section  it  is  found  to  have  a  very  distinct,  cheesy 
centre,  surrounded  by  a  zone  of  rather  hard,  more  distinct  infiltra- 
tion. Heiberg,  von  Biingner,"'4  and  others  have  drawn  attention 
to  the  fact  that  the  vas  deferens  is  always  more  diseased  in  its 
lower  portions  than  in  the  upper,  and  that,  furthermore,  the  pro- 
cess does  not  extend  continuously,  but  that  wide  areas  may  be 
fully  normal,  while  here  and  there  we  find  areas  of  thickening, 
resembling  strings  of  pearls,  particularly  at  bends  in  the  vas; 
where  we  have  to  deal  with  disease  of  the  vas  deferens  resulting 
from  an  extension  from  the  seminal  vesicles,  we  find  only  the  upper 
portion  of  the  vas  diseased;  a  continuation  of  the  tuberculous 
process  to  the  epididymis  has  been  presumed,  but  has  never  been 
seen.  In  addition  to  the  intra-canicular,  hematogenous  and  con- 
genital mode  of  infection,  in  which,  furthermore,  external  lesions, 
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as,  for  instance,  trauma,  gonorrhea,  etc.,  play  an  important 
etiological  part,  tuberculosis  of  the  epididymis  and  testis  may  orig- 
inate in  still  another  way.  In  analogy  to  the  experimentally 
produced  tuberculosis  of  the  testis,  brought  about  by  an  injury  to 
the  testis  in  the  presence  of  an  intra-peritoneal  tuberculosis 
(Simmonds),  Oehler,  Schmitz,  R.  Konig  and  Strassburg  55  report 
upon  tuberculosis  of  the  testis  in  children  suffering  with  tuber- 
culous peritonitis.  Reclus,  Huttinel  and  others  correctly  assume 
that,  in  these  cases,  we  have  to  deal  with  a  lymphogenic  extension 
of  the  tuberculous  affection  to  the  epididymis  and  testis,  in  the 
presence  of  a  patent  processus  vaginalis.  In  bilateral  tuber- 
culosis, too,  the  lymphatics  surely  play  the  principal  role. 

The  tuberculous  process  may  extend  to  the  bladder  in  two 
ways,  from  the  kidney  and  from  the  sexual  glands.  Although  the 
bladder  is  seldom  found  diseased,  in  proportion  to  the  other 
organs  of  the  urogenital  tract,  this  is,  on  the  one  hand,  due 
to  physiological  conditions  which  will  be  more  closely  considered 
further  on,  but  it  also  proves  that  primary  tuberculous  infection 
by  the  hematogenous  route  hardly  comes  into  consideration  in 
the  case  of  the  bladder,  a  fact  which  also  holds  good  for  the 
conditions  in  acute  miliary  tuberculosis.  From  the  frequently 
primarily  diseased  kidney  the  tuberculous  virus  reaches  the 
bladder,  where  it  gains  a  foothold  more  or  less  rapidly,  and 
to  a  greater  or  less  degree  of  intensity.  Usually,  in  these  cases, 
we  find  the  first  foci  at  the  bas  fond,  on  the  mucous  membrane  of 
the  trigone,  and  here  again  in  the  neighborhood  of  the  orifice  of 
the  ureter  corresponding  with  the  diseased  kidney.  At  first  we 
see  isolated,  grayish-red,  round  nodules  of  very  characteristic 
appearance,  frequently  surrounded  by  a  narrow  red  margin,  and 
occurring  in  groups,  while  the  rest  of  the  bladder  wall  is  fully 
intact.  It  must  be  noted  here  that  the  proof  of  these  first  local- 
izations, which  give  no,  or  but  very  slight  clinical  signs  of  their 
presence,  can  only  be  brought  by  means  of  cystoscopy.  In  the 
direction  of  therapy,  this  examination  is  naturally,  of  the  very 
greatest  importance.  The  process  now  extends  into  the  depths 
of  the  mucous  membrane,  in  the  form  of  a  tuberculous  infiltra- 
tion, the  nodules  break  down,  ulcerations  form,  which  give  rise 
to  more  or  less  extensive  new  miliary  formations  in  their  neigh- 
borhood.    It  is  just  at  the  beginning  of  the  process  that  the 
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presence  of  bacilli  may  be  most  easily  demonstrated,  becoming 
more  difficult  as  the  ulcerations  progress,  the  purulent  sediment 
increases  and  the  decomposition  of  the  urine  brought  about  by 
secondary  infection  develops.  These  secondary  factors  naturally 
bring  about  more  or  less  intense  cystitic  changes,  which  at  times 
obscure  the  tuberculous  changes,  and  particularly  the  characteristic 
nodules.  The  clinical  symptoms  present  themselves  in  accordance 
with  the  physical.  Pure  initial  vesical  tuberculosis  causes  hardly 
any  complaint,  but  if  ulcerations,  secondary  infection,  or  cystitis 
of  the  tuberculous  bladder  develop,  then  the  most  severe 
symptoms  arise,  as  has  been  observed  by  Guyon,  von  Stoeckel, 
Casper,  the  writer,  and  others.  Without  the  added  proof  of  the 
nodules,  it  is  often  impossible  to  differentiate  tuberculous  ulcera- 
tions from  such  others  as  occur  in  severe,  purulent,  or  diptheritic 
vesical  processes. 

[To  be  continued.] 

SOME  UNTOWARD  RESULTS  OF  PERINEAL 
PROSTATECTOMY. 

George  S.  Whiteside,  M.D.,  Portland,  Ore. 

[Read  before   the  American  Urolo°:ical  Association  at  Portland,  Oregon,    julv  12 

and  13,  1905.] 

IT  is  an  unfortunate  thing  that  the  human  mind  is  so  consti- 
tuted as  to  be  credulous  in  the  extreme.  Since  the  earliest 
times  of  history,  men  have  followed  each  other  like  sheep, 
unthinkingly  and  without  certain  knowledge  of  where  they  were 
going.  Sometimes  the  majority  follow  a  bold  leader,  sometimes 
a  novel  idea.  Medical  men,  in  spite  of  a  scientific  education,  are 
no  better  than  others.  The  history  of  medicine  is  full  of  instances 
where  the  mass  of  the  profession  have  shown  their  credulity  in 
blindly  following  some  venturesome  pioneer  into  regions  but  par- 
tially explored.  These  outbreaks  may  be  compared  with  the  gold 
rush  to  California  in  1849,  or  more  recently  to  the  Klondike. 
Take,  for  example,  the  meteoric  rise  in  favor  of  Koch's  tuberculin 
which  was  said  to  cure  tuberculosis.  In  a  few  months  thousands 
of  consumptives  were  subjected  to  a  course  of  treatment  which 
time  and  greater  experience  has  proved  illusory.   In  a  smaller  way 
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the  unfortunate  possessor  of  an  hypertrophied  prostate  has  been 
sacrificed  needlessly.  A  few  years  ago,  following  up  a  new  idea, 
hundreds  were  unnecessarily  castrated  because  it  was  supposed  to 
cure — but  time  has  proved  that  we  had  been  too  receptive  and  too 
ready  to  believe  the  reports  of  brilliant  successes.  Following  the 
collapse  of  the  castration  boom  other  ideas  were  put  forward  for 
the  cure  of  this  distressing  affection.  In  1893,  Dr.  Belfield  wrote 
on  prostatectomy.1  He  speaks  of  the  operations  advocated  as  being 
more  successful  than  any  other  method  of  treatment  tried  up  to  that 
time.  "  In  all,"  he  says,  "  one  hundred  and  fifty  cases  are  now  on 
record  "  and  "  in  about  three-fourths  of  the  cases  voluntary  urina- 
tion has  been  restored."  Again,  "  the  mortality  is  thirteen  per 
cent."  This  was  written  twelve  years  ago.  It  referred  to  pros- 
tatectomy by  the  suprapubic,  the  perineal  and  the  combined 
methods.    After  twelve  years'  trial,  can  we  show  better  results? 

All  the  surgical  world  has  gone  mad  on  perineal  prostatec- 
tomy. Such  apparently  wonderful  results,  with  an  insignificant 
number  of  deaths,  almost  make  us  believe  that  if  Ponce  de  Leon 
had  had  his  prostate  removed  by  the  latest  and  most  fashionable 
method  he  would  have  found  the  fountain  of  perpetual  youth  he 
so  vainly  sought.  We  may  even  find  cases  reported  of  men 
seventy-five  years  old,  who,  after  the  operation,  have  been  able  to 
produce  children.  So  many  operations  have  now  been  reported 
that  we  should  stop  a  moment  and  consider  results.  Here,  in  the 
conservative  West,  we  should  carefully  examine  the  enthusiasm 
of  the  radical  East.  Casper  says,2  "  We  call  such  prostatics  cured 
as  have  remained  for  years  without  subjective  symptoms,  and  when 
no  considerable  amount  of  residual  urine  remains  in  the  bladder 
after  micturition."  It  is  evident  from  the  reports  of  results  that 
the  most  important  provision  of  this  definition  has  not  been  com- 
plied with.    Have  remained  for  years  without  symptoms  ! 

Let  us  examine  the  published  reports  of  cases  and  add  others 
never  before  published.  I  am  very  grateful  to  a  number  of  surgi- 
cal friends  for  sending  me  reports  of  their  cases  for  use  here.  I 
believe  these  reports  to  be  conscientious  and  careful  ones  and  well 
worth  our  consideration.  I  have  then  the  notes  of  37  cases,  34 
of  which  have  never  before  been  published.    These  37  cases  were 

1  Morrow's  System  of  Genitourinary  Diseases,  p  348. 

2  Berl.  klitl.  Wochcn.,  June  15,  1904,  p.  542. 
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operated  by  nine  different  surgeons,  Drs.  Bransford  Lewis,  J.  C. 
Handcock,  Paul  Thorndike,  J.  A.  Pettit,  E.  F.  Tucker,  J.  C. 
Munro,  John  Bottomley,  myself  and  one  other  gentleman  who 
does  not  wish  his  name  used.  These  cases  are  distributed  as 
follows : 

Dr.  Lewis,  i  case,  published  December,  1904. 

Dr.  Handcock,  1  case,  never  published  before. 

Dr.  Thorndike,  1  case,  never  published  before. 

 ,  6  cases,  never  published  before. 

Dr.  Pettit,  4  cases,  never  published  before. 

Dr.  Tucker,  3  cases,  never  published  before. 

Drs.  Munro  and  Bottomley,  14  cases,  never  published  before. 

Dr.  Whiteside,  6  cases,  never  published  before. 

Besides  this  series  we  may  examine  the  published  reports  of 
Drs.  Murphy,  Young,  Goodfellow,  and  others.  It  seems  to  me 
best  to  divide  these  reports  because  Dr.  Murphy  has  published 
such  a  very  full  and  detailed  account  of  his  cases  and  has  added 
notes  made  so  long  after  operation,  that  his  series  of  5  1  cases  is 
particularly  valuable.  Dr.  Young  reports  75  cases,  which  he  says 
are  "  the  result  of  two  years'  experience  "  with  perineal  prostatec- 
tomy. Dr.  Goodfellow  reported  75  cases  one  year  ago,  and  now 
makes  it  95.  It  is  evident  that  many  cases  of  these  two  latter 
series  would  be  misleading  if  used  in  figuring  end  results,  but  are 
valuable  and  instructive  from  other  points  of  view.  By  selecting 
for  our  present  purpose  only  such  cases  as  have  end  results  to  show 
from  Dr.  Murphy's  list,  we  sift  this  series  down  to  eliminate  in- 
complete reports  and  suprapubic  operations,  leaving  38  cases. 
Young's  and  Goodfellow's  recent  reports  of  75  cases  each,  give  no 
dates  nor  details  of  individual  cases.  It  is  therefore  impossible 
to  determine  end  results  except  by  accepting  their  conclusions  with- 
out being  able  to  criticise  them  in  any  way. 

Let  us  then  place  our  figures  in  three  columns.  In  column 
A  we  have  the  results,  obtained  by  many  operators  of  compara- 
tively limited  experience.  In  B,  Dr.  Murphy's,  which  may  be 
taken  as  the  most  complete  report  of  a  considerable  number  of 
cases  all  by  one  operator.  In  C,  Dr.  Young's  and  Dr.  Good- 
fellow's  cases. 
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Series  A. 

Case  i.  Dr.  B.  Lewis.  Man,  fifty-five  years,  not  favorable 
subject.  Duration  of  prostatic  symptoms,  two  years.  Compli- 
cated by  multiple  vesical  calculi.  Op. :  Partial  perineal  prostatec- 
tomy. August  5,  1904.  Three  months  later:  60  c.c.  residual 
urine.  Perineal  fistula.  Patient  feels  well  and  comfortable  and 
can  attend  to  his  regular  work. 

Case  2.  Dr.  John  C.  Hancock,  Dubuque,  Iowa.  Personal 
communication,  not  before  published.  Man,  sixty.  General 
physical  condition  fair.  Chronic  nephritis.  Operation :  total 
perineal  prostatectomy.  Complicated  by  injury  to  the  rectum  dur- 
ing operation.  Rectal  fistula  followed.  Immediate  results  of 
operation :  relief  of  urinary  frequency.  Uraemic  symptoms. 
Chills.  Pyrexia.  Before  operation  he  had  700  c.c.  residual 
urine.  After  operation  perineal  drainage.  Death  six  weeks  after 
operation  from  acute  sepsis  following  an  attempt  to  surgically 
close  the  rectal  fistula. 

Case  3.  Dr.  Paul  Thorndike,  Boston,  Mass.  Personal 
communication,  not  previously  published.  The  case  proved  to  be 
one  of  carcinoma  of  the  prostate  and  "  died  of  cachexia  within  a 
few  months  of  the  operation." 

Case  4.  Dr.  .     Personal  communication,  not 

previously  published.  Supposed  prostatic  hypertrophy  proved  to 
be  cancer  of  the  prostate.  Operation :  total  perineal  prostatec- 
tomy.    Perineal  fistula  persisted.    Died  within  a  year. 

Cases  5  and  6.  Dr.  .    Two  cases  of  malignant 

disease  on  which  perineal  prostatectomy  was  done  for  supposed 
prostatic  hypertrophy.  Both  are  living  and  in  "  pretty  good 
condition." 

Cases  7,  8  and  9.  Ages  thirty-nine,  sixty  and  seventy  years. 
One  had  chills  six  weeks  after  operation.  One  had  urinary  extrav- 
asation and  abscess  after  passage  of  a  sound  six  months  after 
operation.    Three  years  is  the  longest  time  in  any  of  these  cases. 

Case  10.  Patient,  man,  sixty-five  years  of  age.  Good  physi- 
cal condition.  Operation:  total  perineal  prostatectomy.  Good 
recovery  after  anaesthetic.  Perineal  opening  did  not  drain  satis- 
factorily.   A  suprapubic  opening  was  made  for  drainage.  Im- 


4Q2      AMERICAN  JOURNAL  OF  UROLOGY 


mediate  result  good.  Remote  result  was  a  stricture  of  the  neck 
of  the  bladder  resulting  in  urinary  extravasation.  I  saw  the 
patient  at  this  time  in  consultation  and  was  unable  to  pass 
even  a  filliform  into  the  bladder  through  the  urethra.  Dr.  E.  F. 
Tucker  then  did  perineal  section.  I  have  seen  the  patient  several 
times  since.  He  still  has  (more  than  two  years  after  operation) 
residual  urine  in  considerable  amount  necessitating  the  occasional 
use  of  a  catheter  and  six  months  after  perineal  section  the  perineal 
wound  still  leaks  urine. 

Case  ii.  Dr.  J.  A.  Pettit.  Man,  aged  eighty-four.  Opera- 
tion: total  perineal  prostatectomy.  Had  incontinence  of  urine  for 
three  months  after  operation.  This  gradually  improved.  Died 
two  years  after  operation  of  old  age. 

Case  12.  Dr.  J.  A.  Pettit.  Man,  aged  seventy-seven. 
Operation :  total  perineal  prostatectomy.  Spinal  cocaine  anaes- 
thesia. Had  had  repeated  attacks  of  epididymitis  and  led  a 
catheter  life  up  to  time  of  operation.  Afterwards  his  general 
health  improved,  but  he  had  a  slight  vesico-rectal  fistula  remain- 
ing.    Result  on  the  whole  fairly  satisfactory. 

Case  13.  Dr.  J.  A.  Pettit.  Man,  seventy-seven  years  old. 
Operation :  total  perineal  prostatectomy.  Died  three  weeks  after 
the  operation  "  of  asthenia." 

Case  14.  Dr.  J.  A.  Pettit.  Man,  seventy-five  years  old. 
Total  perineal  prostatectomy.  Spinal  anaesthesia.  A  perineal 
fistula  which  repeatedly  closed  and  reopened  again.  Cystitis. 
However,  the  operation  relieved  the  urinary  symptoms  and  his 
general  health  improved  afterwards. 

Case  15.  Dr.  E.  F.  Tucker,  Portland,  Oregon.  Patient 
fifty-five  years.  Urinary  symptoms  ten  years.  At  time  of 
operation  no  cystitis,  but  16  oz.  residual  urine.  Prostate  very 
large.  Total  extirpation.  After  operation  patient  did  well. 
Could  pass  urine  freely.  No  pain  or  other  untoward  symptoms. 
Refused  to  get  out  of  bed.  In  hospital  four  or  five  weeks.  Then 
went  home  with  wound  healed  and  no  residual  urine.  Kept  get- 
ting weaker  and  died  soon  of  "  asthenia." 

Case  16.  Dr.  E.  F.  Tucker,  Portland.  Man,  seventy,  gen- 
eral condition  good.  Operation:  total  perineal  prostatectomy. 
Ether  anaesthesia.  Immediate  result  good.  Remote  result,  died 
of  uraemia,  nine  weeks  after  operation.  Perineal  wound  had  not 
closed  in  that  time. 
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Case  17.  Dr.  E.  F.  Tucker.  Man,  seventy.  General  condi- 
tion poor.  Considerable  degree  of  arterio  sclerosis.  Operation : 
total  perineal  prostatectomy.  Ether  anaesthesia.  Died  of  heart 
failure  two  days  after  operation. 

Case  18.  Dr.  George  S.  Whiteside,  Portland,  Ore.  Man, 
sixty-eight.  General  condition  good.  Operation :  total  perineal 
prostatectomy.  Ether  anaesthesia.  Immediate  result  good 
except  for  pelvic  abscess  which  had  to  be  opened.  Remote  result 
good.    Urination  at  normal  intervals  without  pain. 

Case  19.  Dr.  G.  S.  Whiteside.  Man,  sixty-eight.  Gen- 
eral condition  good.  Operation :  total  perineal  prostatectomy. 
Ether  anaesthesia.  Immediate  result  good.  Remote  result 
good.  Wound  closed.  Urination  at  normal  intervals  without 
pain. 

Case  20.  Dr.  G.  S.  Whiteside.  Man,  seventy-two.  Gen- 
eral condition  fair.  Arterio  sclerosis.  Operation :  total  perineal 
prostatectomy.  Spinal  anaesthesia.  Immediate  result  good  ex- 
cept for  an  attack  of  acute  epididymitis  beginning  three  days  after 
operation.  Remote  result  good.  Urination  good.  Occasion- 
ally slight  scalding.    Wound  closed. 

Case  21.  Dr.  G.  S.  Whiteside.  A  year  after,  total  perineal 
prostatectomy,  general  health  improved  and  urinary  function  re- 
stored to  normal.    Operation  successful. 

Case  22.  Dr.  G.  S.  Whiteside.  Man,  seventy-five.  Gen- 
eral condition  very  poor.  Somewhat  uraemic.  Urine  very  foul. 
Operation:  total  perineal  prostatectomy.  Ether  anaesthesia. 
Died  two  hours  after  operation  of  shock,  without  regaining  con- 
sciousness. 

Case  23.  Man,  aged  sixty-five.    Operated  by  Dr.   

in  1 90 1.  Total  perineal  prostatectomy.  Wounds  all.  healed. 
Could  pass  urine  readily.  Came  to  me  (G.  S.  Whiteside)  be- 
cause of  constant  dribbling  requiring  him  to  wear  a  urinal.  Cysto- 
scopic  examination  showed  the  prostatic  urethra  to  have  lost  its 
mucous  membrane  and  to  have  become  converted  into  a  cicatri- 
cial canal  which  had  no  power  of  closing  the  vesical  orfice.  There 
was  also  a  stone  in  the  bladder.  He  refused  operation  because 
he  said  he  had  been  made  worse  by  prostatectomy  and  did  not 
want  to  risk  any  other  operation. 

Drs.  Munro  and  Bottomley,  Boston,  Mass.  Personal  com- 
munication, never  before  published. 
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Case  24.  Patient,  aged  sixty-five.  Condition  good,  ex- 
cept for  cystitis.  Result  after  total  perineal  prostatectomy  good. 
Can  urinate  freely.    No  pain. 

Cask  25.  Patient  aged  sixty-one.  Condition  before  opera- 
tion good.  Cystitis.  Same  operation.  Result  satisfactory,  ex- 
cept for  slight  incontinence.    Not  impotent. 

Case  26.  Age  fifty-eight.  General  condition  good.  Cys- 
titis. Same  operation.  Convalescence  interrupted  by  chills  and 
fever  and  acute  epididymitis.  End  result  good,  except  for  slight 
incontinence.    Not  impotent. 

Case  27.  Age  eighty-two.  General  condition  fair.  No 
complications.  Same  operation.  Result  good  except  for  slight 
incontinence. 

Case  28.  Age  sixty.  General  condition  fair.  Heart 
weak.  Same  operation.  Result  fair  except  for  slight  inconti- 
nence and  frequency.    Sexual  vigor  impaired. 

Case  29.  Age  sixty-four.  General  condition  fair.  Same 
operation.  Result  leaves  patient  with  slight  incontinence  and 
scalding  of  urine. 

Case  30.  Age  fifty-three.  General  condition  fair.  Same 
operation.  Result  good.  No  pain  or  other  inconvenience. 
Normal  urination. 

Case  31.  Age  fifty-three.  General  condition  good.  Same 
operation.  Convalescence  complicated  by  chills  and  fever.  End 
result  satisfactory.    Sexually  impotent. 

Case  32.  Age  sixty-seven.  General  condition  fair.  Same 
operation.    End  result  satisfactory.    No  pain  or  frequency. 

Case  33.  Age  seventy-one.  General  condition  good.  Same 
operation.  Result  slight  incontinence  and  impairment  of  sexual 
vigor. 

Case  34.  Age  fifty-one.  General  condition  good.  Same 
operation.  Convalescence  complicated  by  chills  and  fever  and 
acute  epdidymitis.  Result  a  persistent  urinary  sinus,  and  impair- 
ment of  sexual  vigor.  Otherwise  satisfactory.  Later  developed 
urinary  tuberculosis. 

Case  35.  Age  fifty.  No  details  of  case  given  except  that  a 
total  perineal  prostatectomy  was  followed  by  death  three  hours 
after  operation.    Cause  heart  failure. 

Case  36.  Age  seventy-two.    No  details  given  except  that 
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after  a  similar  operation  with  an  apparently  good  result,  he  went 
home  and  died  six  months  after  the  operation. 

Case  37.  Age  sixty-two.  General  condition  good.  Left 
hospital  three  weeks  after  operation  with  wound  closed  and  able 
to  urinate  freely.  End  result  satisfactory  in  every  way.  Per- 
fect urinary  control.  Micturates  at  normal  intervals.  No  pain 
or  other  untoward  symptoms. 

In  explanation,  it  should  be  said  that  I  am  assured  that  these 
results  are  true  end  results.  That  all  cases  in  this  series  were 
operated  more  than  six  months  before  the  final  note  of  their  con- 
dition and  most  of  them  a  year  or  more.  This  series  (A)  gives 
us  then  as  absolute  end  results : 


11  may  be  considered  absolutely  good  results — about.... 32% 

12  may  be  considered  improved  somewhat — about  32% 

3  may  be  considered  worse  than  before — about   7% 

7  died  shortly  after  operation — about  20% 

4  incorrect  diagnosis;  condition  cancer — about   9% 


37  100% 


During  convalescence,  complications  occurred  sixteen  times. 
Of  these,  six  had  chills  and  fever;  two  abscess;  four  epidiymitis; 
four  temporary  incontinence.  Although  the  general  health  has 
improved  and  on  the  whole  the  patient  feels  the  operation  has 
relieved  many  of  his  urinary  troubles  (twelve  cases),  neverthe- 
less these  cases  are  not  free  from  unpleasant  or  painful  conse- 
quences. Two  are  reported  to  still  have  residual  urine.  Probably 
others  have  also,  but  are  not  so  reported.  Two  had  to  have 
secondary  operations  for  rectal  fistula  or  for  stricture  of  bladder 
neck  and  one  other  should  have  had  an  operation  for  vesicle  cal- 
culus. Four  report  persistent  perineal  fistula  a  year  or  more 
after  operation.  One  has  a  slight  vesical  rectal  fistula  persisting. 
Two  cases  have  frequency,  and  probably  others  have  also,  but  are 
not  so  reported.  One  has  permanent  incontinence.  Taken  all  in 
all,  these  twelve  cases,  though  relieved  of  the  necessity  of  using  a 
catheter,  are  nevertheless  a  set  of  urinary  cripples,  liable  to  all 
sorts  of  urinary  disease.  In  fact,  one  of  Munro's  and  Bottomley's 
cases  (number  34)  has  developed  urinary  tuberculosis. 
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Four  cases  are  reported  as  proved  to  be  carcinoma  of  the 
prostate  instead  of  simple  hypertrophy.  These  cases  are  reported 
by  two  surgeons  of  exceptional  ability  and  extensive  experience, 
both  are  genito-urinary  specialists.  If  such  men  fall  into  this 
error  what  can  we  expect  of  surgeons  less  well  qualified  to  treat 
urinary  diseases?  I  believe  cancer  of  the  prostate  is  more  com- 
mon than  is  generally  supposed. 

[  To  be  concluded.] 


THE  SYRINGE  VERSUS  THE  IRRIGATOR  IN 
GONORRHOEA. 

By  Ferd  C.  Valentine  M.D.,  and  Terry  M.  Townsend, 

M.D.,  New  York. 

Presented  before  the  Third  Annual  Meeting  of  the  American  Urological  Associa- 
tion, at  Atlantic  City,  June  9,  1904. 

THE  past  two  years  have  been  productive  of  several 
articles  more  or  less  denunciatory  of  irrigations  in 
gonorrhoea.  It  would  be  devoid  of  purpose  to  consider 
any  except  those  that  emanated  from  prominent  men.  To  these 
it  would  seem  disrespectful,  if  their  articles  were  ignored.  As 
other,  more  competent,  pens  have  not  taken  up  the  matter,  we 
crave  the  privilege  of  offering  some  thoughts  on  the  criticisms 
that  have  been  published  by  these  authorities. 

In  a  paper  read  before  the  1902  meeting  of  the  American 
Therapeutic  Society,  Professor  Eugene  Fuller  1  vigorously 
denounces  the  use  of  the  irrigator.  It  may  seem  almost  insolent 
to  measure  lances  with  such  a  master  of  argument  as  is  Professor 
Fuller.  Yet  an  honest  difference  of  opinion,  based  upon  such 
study  and  unbiased  investigation  as  is  within  the  present  writers' 
limits,  supplemented  by  the  results  of  not  small  experience,  may 
mitigate  the  temerity  of  at  all  venturing  upon  the  controversy. 

1.  This  eminent  author  says,  speaking  of  gonorrhoea: 
"  Ever  since  the  differentiation  of  the  germ  of  gonorrhoea  very 
active  efforts  have  been  made  by  the  direct  application  of  antH 


1  Prof.  Eugene  Fuller,  M.D.  "The  Present  Status  of  Genito-Urinary  Thera-  • 
peutics."    Neiv  York  Medical  Journal,  December  13,  1902. 
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septics  to  the  involved  area  to  terminate  the  disease  in  short 
order  through  the  entire  destruction  of  the  infective  principle." 

Close  investigation  of  literature  on  the  subject  shows  that 
nowhere  has  any  serious  advocate  of  the  irrigation  treatment  of 
gonorrhoea,  ever  claimed  that  gonococci  in  the  living  organism 
can  be  destroyed  by  antiseptics. 

2.  Fuller  continues  regarding  the  alleged  destruction 
of  the  gonococcus:  "  Every  year  and  usually  many  times  a  year 
some  professional  enthusiast  has  raised  the  cry  that  his  method  of 
treatment  will  accomplish  this  happy  result."  As  no  advocate  of 
the  irrigation  treatment,  however,  has  ever  raised  such  a  cry,  it 
cannot  come  within  the  scope  of  this  criticism. 

3.  Fuller  further  generalizes:  "But  in  all  these  in- 
stances subsequent  investigations  have  failed  to  get  the  satisfac- 
tory results  reported  by  the  originators,  and  queerly  enough  it 
has  been  found  in  most  instances  that  the  originators  themselves 
shortly  after  their  premature  outbursts  have  quietly  abandoned 
the  methods  they  had  initiated."  This  charge  cannot  be  extended 
to  the  advocates  of  the  irrigation  method.  Those  who  have  taken 
the  trouble  to  learn  and  afterwards  carry  out  faithfully  all  the 
details  of  its  technique,  continue  therein  with  consequent  benefit 
to  their  patients  and  the  incontrovertible  increase  of  their 
clienteles. 

4.  Pursuing  the  same  argument  Fuller  says:  "The 
chief  reason  for  the  failure  of  these  methods  in  so  many  cases  lies 
in  the  quality  possessed  by  the  gonococcus  of  so  burying  itself 
under  the  epithelial  layers  or  in  the  mucous  follicles  as  to  avoid 
the  germicidal  effects  of  the  antiseptic  solutions  with  which  the 
mucous  surfaces  are  bathed." 

No  one  who  knows  the  author,  would  accuse  him  of  wilful 
misrepresentation.  Nor  would  anyone  charge  him  with  igno-' 
ranee  on  any  subject.  Therefore  the  paragraph  quoted  becomes 
incomprehensible,  coming  from  so  competent  a  worker  and  so 
deep  a  student.  He  certainly  knows  that  no  antiseptic  solution 
strong  enough  to  be  germicidal  can  be  brought  into  the  urethra 
without  destroying  its  mucosa  at  least. 

No  one  has  ever  claimed  that  success  with  the  irrigation 
treatment  of  gonorrhoea  was  due  to  the  "  germicidal  effects  of  the 
antiseptic  solutions  with  which  the  mucous  surfaces  are  bathed." 
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This  misconception  is  probably  due  to  heeding  the  assertions  of 
partly  informed  or  entirely  uninformed  persons.  In  this  regard 
the  irrigation  treatment  of  gonorrhoea  but  shares  the  fate  which 
befalls  any  special  form  of  treatment  of  any  disease. 

5.  At  the  risk  of  copying  Fuller's  article  almost  in  its 
entirety,  the  following  must  be  quoted :  "  Practically  all  these 
methods,  the  object  of  which  is  the  direct  destruction  of  the 
gonococcus  attempt  to  accomplish  their  purpose  either  by  the 
voluminous  irrigation  of  the  tract  involved  with  a  weak  antiseptic 
or  by  the  topical  application  to  the  part  of  a  strong  antiseptic." 

As  Fuller  repeats  that  the  object  of  irrigations  is  the  direct 
destruction  of  the  gonococcus,  it  may  be  permissible  to  say  that 
he  is  the  only  author  of  established  repute  who  ever  made  such 
an  assertion. 

6.  He  offers,  immediately  thereafter:  "  It  may  be  that 
the  former  of  these  methods  (i.  e.,  the  irrigation  method)  depends 
for  its  efficacy  more  upon  washing  away  germs  than  on  destroying 
them."  This  concession  to  the  efficacy  of  the  irrigation  treat- 
ment of  gonorrhoea  certainly  is  confusing.  Could  the  germs  be 
unshed  away,  nothing  further  would  be  desired.  But  the  author 
himself  agrees  (supra  ./)  that  gonococci  invade  not  only  the 
crypts,  glands  and  follicles,  but  the  deeper  layers  of  the  urethral 
epithelia  as  well.  As  he  does  not  here  mention  the  still  deeper 
local  ingressions  by  the  gonococci,  nor  their  invasions  of  the 
major  adnexa  or  remote  organs  (joints,  heart,  brain,  muscles, 
etc.)  they  may  be  omitted  from  present  consideration.  It  is  sur- 
prising that,  with  all  his  qualifications  and  indisputable  ability 
to  grasp  everything  he  undertakes,  the  author  should  have  mis- 
interpreted so  completely  the  writings  of  those  who  have  enriched 
literature  on  the  subject.  We  must  here  disclaim  title  to  even  a 
minor  place  among  these,  for  any  of  our  humble  contributions  on 
the  value  of  irrigations  in  gonorrhoea.  Not  one  of  the  eminent 
writers  has  ever  attached  great  importance  to  "  washing  away 
germs  "  that  lie  on  the  urethral  surface;  the  fact  is  perhaps  men- 
tioned only  as  an  inevitable  and  not  to  be  despised  incident  to 
irrigations.  When  any  considerable  number  of  gonococci  are  so 
removed,  just  so  many  less  remain  to  multiply  and  destroy  the 
superficial  and  deep  structures.  But  never  has  this  been  declared 
the  sole  object  of  irrigations.    It  therefore  must  be  respectfully 
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denied  that  the  irrigation  method  of  treating  gonorrhoea,  in  any 
manner,  "  depends  for  its  efficacy  upon  washing  away  germs." 

7.  "  If  the  gonococcus  is  washed  by  such  treatment 
out  of  the  genito-urinary  tract,  well  and  good.  If,  however,  the 
germ  is  simply  washed  from  its  primary  lodging  place  and 
deposited  viable  in  another  and  remote  part,  more  harm  than 
benefit  results."  As  these  sentences  present  only  conditional 
assumptions  their  disproval  would  have  to  come  from  a  pen  as 
skilled  as  is  Professor  Fuller's.  With  all  due  deference  to  his 
learning,  he  must  be  again  offered  the  reminder  that  no  one  ever 
claimed  the  ability  to  cure  gonorrhoea  by  "  washing  away " 
gonococci.  Our  author  does  not  say  that  irrigations  wash  viable 
gonococci  to  other  or  remote  parts  and  deposit  them  there,  but  he 
conveys  that  there  is  such  a  possibility.  Coming  from  him,  the 
mere  suggestion  must  find  acceptance  with  his  numerous  followers. 
In  refutation  of  this  damaging  statement,  we  must  beg  con- 
sideration of  one  fact:  His  fairness  will  not  allow 'him  to  deny 
that  in  New  York  alone  at  a  very  small  estimate,  at  least  100 
irrigations  are  performed  daily,  36,500  each  year.  Never,  in  the 
history  of  irrigations  has  there  been  an  instance  which  presented 
proof  that  in  consequence  of  such  treatment,  gonococci  have  been 
implanted  upon  tissues  or  into  organs  beyond  the  first  seat  of 
infection. 

8.  "  Treatment  based  on  the  latter  of  these  methods 
(topical  application  of  a  strong  antiseptic)  has  from  a  scientific 
standpoint  much  more  to  recommend  it.  If  carefully  administered 
it  does  not  run  the  risk  of  enlarging  the  area  infected.  It  is  prop- 
erly applicable,  however,  only  to  cases  where  the  area  infected  is 
still  limited." 

It  would  have  been  advantageous  to  all,  if  Professor  Fuller 
had  specified  which  method  of  topical  applications  he  recommends. 
He  certainly  cannot  mean  the  use  of  strong  antiseptics  by  means 
of  applicators,  in  acute  gonorrhoea.  Of  all  skilled  operators  he 
would  be  the  last  to  violate  that  fundamental  surgical  principle 
which  forbids  instrumental  disturbance  of  an  acutely  inflamed 
area.  Furthermore,  he  does  not  at  all  make  evident  how  it  is  pos- 
sible to  carry  a  strong  antiseptic  to  an  infected  area  in  the  urethra, 
without  pushing  at  least  part  of  the  secretions  of  that  area  to 
uninvolved  parts.    Equally  are  we  left  to  conjecture  as  to  how  to 
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apply  a  strong  antiseptic  to  an  area  infected,  without  endanger- 
ing uninfected  areas.  The  author,  in  praising  topical  applica- 
tions of  strong  antiseptics,  does  so  distinctly  in  acute  gonorrhoea. 
He  specifies  that  they  are  applicable  only  where  the  area  infected 
is  still  limited  (copia  verbal.,  literat.  et  pitnetat.).  Industrious 
urethroscopists  and  skilled  ones  too,  all  warn  tyros  in  the  work 
against  inserting  any  instrument  into  an  acutely  inflamed  urethra. 
It  goes  without  saying  that  Prof.  Fuller  would  not  so  ignore  the 
alphabet  of  surgery  as  to  invade  an  acutely  inflamed  urethra  with 
an  endoscope,  unless  it  be  to  remove  a  foreign  body  or  a 
neoplasm.  Moreover  he  is  speaking  distinctly  of  gonorrhoea. 
It  is  a  pity  therefore,  that  he  does  not  teach  us  how  to  determine 
the  exact  location  of  an  acutely  inflamed  area,  how  to  reach  it  and 
avoid  contact  of  the  strong  antiseptic  with  other  parts  of  the 
urethra,  and  how  to  safeguard  against  forcibly  rubbing  the  secre- 
tion from  the  infected  area  into  the  uninfected  parts  of  the 
mucosa. 

The  present  effort  is  not  destined  to  consider  any  portion  of 
any  work  that  does  not  directly  bear  upon  the  question  at  issue; 
we  therefore  omit  discussion  of  the  paragraph  following  the  one 
just  mentioned,  and  proceed  to  the  next. 

9.  "  In  treating  gonorrhoea  one  should  always  be  mind- 
ful that  Nature  herself  is  the  great  and  chief  factor  in  the  elimina- 
tion of  the-  gonococcus,  the  germs  being  cast  off  in  the  pus  cells 
and  in  the  desquamated  epithelia." 

Unquestionably  a  lapsus  calami  caused  Professor  Fuller  to 
appear  as  speaking  of  gonococci  in  epithelia.  He  certainly  meant 
to  say  that  they  are  attached  to  the  epithelia.  We  must,  how- 
ever, submit  that  such  an  authoritative  statement  is  positively 
dangerous.  It  teaches  those  of  us  who  always  seek  instruction 
from  Professor  Fuller,  that  the  sole  step  necessary  is  to  wait  for 
the  pus-cells  and  epithelia  to  carry  off  the  gonococci.  Were  such 
a  fortunate  consummation  even  a  possibility,  there  would  be  no 
way  of  accounting  for  the  sad  complications  and  sequelae  of 
gonorrhoea.  But  this  eminent  author  could  not  have  intended  to 
convey  such  an  impression  as  is  embraced  in  the  statement,  placed 
so  that  it  can  be  excerpted;  a  presumption  that  is  proven  by  his 
emphasizing  in  the  same  article  "  the  quality  possessed  by  the 
gonococcus  of  so  burying  itself  under  the  epithelial  layers  or  in 
the  mucous  follicles." 
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It  is  confusing,  at  the  least,  to  read  the  following  in  the  same 
paragraph  as  that  marked  8  above: 

10.  "  Consequently  an  expectant  treatment,  which  may 
do  nothing  more  than  leave  Nature  alone,  is  much  better  in  its 
results  than  a  spectacular  one  which  thwarts  her." 

Professor  Fuller  has  doubtless  seen  as  many  cases  as  has  any- 
one else  in  which  gonorrhoea  was  neglected,  or  to  use  his  own 
words,  in  which  nothing  more  was  done  "  than  leave  Nature 
alone."  Under  the  circumstances  it  seems  perfectly  fair  to 
inquire  whether  many  patients  did  not  verily  seek  his  advice  for 
the  dire  consequence  of  "  leaving  Nature  alone."  The  results  of 
the  expectant  treatment  then  could  not  have  been  better  than  any 
other,  except  it  were  misdirected  treatment. 

The  author  expresses  preference  for  non-activity  over  what 
he  chooses  to  call  a  spectacular  treatment.  The  adjective,  from 
the  context  of  the  article,  can  have  been  applied  by  Professor 
Fuller  to  none  but  the  irrigation  method.  He  certainly  appears 
to  feel  strongly  on  the  subject,  invective  being  needed  to 
emphasize  his  argument.  Knowing  the  exquisite  courtesy  that 
characterizes  Professor  Fuller,  one  cannot  explain  this  otherwise 
than  that  his  paper  was  prepared  at  a  time  when  over-work  pre- 
vented his  weighing  words. 

Professor  Fuller  refers  distinctly  to  the  irrigation  method 
when  he  condemns  it  as  "  a  spectacular  one  which  thwarts  Na- 
ture." His  same  article  (quoted  above,  4)  says  that  Nature  sup- 
plies "  the  quality  possessed  by  the  gonococcus  of  so  burying  itself 
under  the  epithelial  layers  or  in  the  mucous  follicles."  This 
being  Nature's  intent,  it  seems  well  to  thwart  it,  and  the  results 
thereof,  as  well  as  the  deeper  and  more  extended  consequences 
that  may  follow. 

11  "it  should  always  be  borne  in  mind 

that  the  normal  (genito-urinary)  tract  is  sterile."  When  Pro- 
fessor Fuller  wrote  this  phrase  he  certainly  could  not  have  been 
considering  the  large  number  of  bacteria  always  present  in  the 
normal  anterior  urethra.  It  would  therefore  be  unfair  to  discuss 
the  misapprehensions  that  may  arise  from  the  statement,  coming 
from  a  scientist  of  justly  acknowledged  repute. 

Although  Professor  Fuller  condemns  the  irrigation  treat- 
ment as  "  a  spectacular  one  which  thwarts  Nature,"  he  does  not 
do  so  unqualifiedly,  for  later  on  in  the  same  article  he  says: 
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12.  "  If  infection  is  confined  to  the  lower  urinary  tract, 
voluminous  lavage,  the  fluid  used  being  medicated  by  a  bland 
antiseptic,  is  very  effective."  Nevertheless  he  modifies  this 
advocacy  by  adding: 

13  "provided    access    by    catheter  can 

be  had  to  the  involved  area  without  provoking  traumatism." 

The  sentence  quoted  (12  and  13  supra)  embraces  several 
propositions  that  invite  respectful  attention.  It  makes  no  differ- 
ence whether  what  Professor  Fuller  designates  "  a  spectacular 
treatment  "  be  called  voluminous  lavage  or  irrigation,  it  remains 
the  same.  But  the  condition  he  places,  that  it  must  be  performed 
with  a  catheter,  thwarts  the  very  purpose  of  irrigations,  as  has 
been  frequently  shown. 

His  condition  that  the  catheter  provoke  no  traumatism 
merits  prompt  consideration.  In  all  our  modest  little  contribu- 
tions to  instrumental  treatment,  we  have  emphasized  the  need  of 
more  gentleness  in  genito-urinary  work  than  even  in  ophthal- 
mology. Years  of  careful  study  of  technique  has  convinced  us 
of  the  perfect  feasibility  of  effective  urethral  instrumentation 
without  local  anaesthesia.  But  no  matter  how  gentle  the  insertion 
of  an  instrument  nor  how  gratified  the  patient  with  the  absolute 
painlessness  of  the  work,  it  cannot  be  accomplished  without  the 
consciousness  that  every  instrument  does  inevitably  produce 
microscopic  traumatisms.  The  urethra's  construction,  its  normal 
coarctations,  render  it  impossible  to  pass  any  instrument,  even  the 
softest  rubber  catheter,  without  detaching  some  epithelia  from 
the  surface.  Even  the  normal  urinary  flow  does  this;  it  therefore 
is  impossible  to  conceive  of  any  instrumentation  without  trauma- 
tism. 

The  only  deduction  that  can  be  drawn  from  Prof.  Fuller's 
requirement  is  that  the  voluminous  lavage  he  advocates  be  per- 
formed with  as  little  traumatism  as  possible.  This  desideratum 
is,  however,  more  easily,  more  safely,  and  painlessly  satisfied  by 
voluminous  lavage  without  a  catheter — in  brief,  by  irrigations  as 
we  advocate  them. 

The  wealth  of  instruction  contained  in  the  remainder  of 
Professor  Fuller's  article,  places  us,  like  the  rest  of  the  profes- 
sion, under  deep  obligations  for  precise  formulation  of  the  facts 
observed  in  operative  cases. 

Another  distinguished  gentleman,  Professor  Orville  Hor- 
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witz,2  concludes  unfavorably  regarding  the  irrigation  treatment 
of  gonorrhoea.  Without  acrimony  he  generously  presents  a  sketch 
of  both  sides  of  the  question;  he  does  not  denounce  on  his  per- 
sonal dictum  alone,  and  he  limits  his  argument  to  one  subject, 
acute  gonorrhoea. 

In  all  differences  of  opinion  the  personal  equation  inevitably 
plays  an  important  part.  While  therefore  Prof.  Horwitz's  fair- 
ness is  certainly  above  suspicion,  it  must  be  conceded  that  he 
approaches  his  task  with  at  least  a  degree  of  preconception.  This 
is  shown  at  the  very  outset  of  his  paper  by  the  words : 

14.  "  patients     are     continually  brought 

under  our  cognizance  suffering  from  the  various  forms  of  chronic 
urethritis  associated  with  inflammatory  lesions  of  the  sexual 
organs  in  direct  anatomical  relation  with  the  urinary  tract  which, 
in  many  instances,  are  undoubtedly  brought  about  by  using  this 
(irrigation)  method  of  treatment." 

The  facts  offered  by  Prof.  Horwitz  may  be  met  by  other 
facts  in  our  own  experience,  viz.,  that  without  exception,  all 
patients  brought  under  our  cognizance  suffering  from  the  various 
forms  of  chronic  urethritis  associated  with  inflammatory  lesions 
of  the  sexual  organs,  or  without  such  association,  have  been 
treated  by  physicians  opposed  to  the  irrigation  method,  or  by 
physicians  who  used  the  irrigation  method  without  heed  to  the 
finesses  of  technique,  or  who  defined  the  irrigation  method  as 
forcing  potassium  permanganate  through  the  urethra,  without 
regard  to  the  prevailing  conditions.  Lest  this  be  misconstrued 
into  a  reflection  upon  Professor  Horwitz's  well-known  skill  and 
caution,  we  must  hasten  to  add  that  none  of  the  cases  he  treated 
by  irrigations  have  drifted  our  way.  This  is  in  all  probability 
due  to  the  fact  that  he  does  not  in  toto  condemn  irrigations. 
In  this  connection  it  must  be  remembered  that  no  one  ever  claimed 
that  the  irrigation  method  is  the  only  method  by  which  gonor- 
rhoea can  be  treated.  All  that  is  asserted  in  its  favor  is,  that  if 
properly  employed  it  cures  gonorrhoea  more  quickly,  than  any 
other  method;  that  if  properly  employed  it  prevents  complications 
and  sequelae;  that  if  properly  employed  it  reduces  suffering. 

2  Prof.  Orville  Horwitz,  B.S.,  M.D.  "  An  Inquiry  into  the  Value  of  the  Irriga- 
tion Method  as  a  Means  of  Aborting  and  Treating  Acute  Specific  Urethritis." 
Therapeutic  Gazette,  March,  1903. 
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There  are  other  and  minor  claims  which  are  equally  emphasized 
by  experienced  operators,  but  which  do  not  require  repetition  here. 

15.  Horwitz  remarks  that  "a  length  of  time  elapsed 
before  it  (the  irrigation  treatment  of  gonorrhoea)  began  to  be 
generally  adopted  in  this  country."  This  he  attributes  to  the 
skepticism  "  probably  due  to  the  disappointment  which  had  fol- 
lowed the  employment  of  retro-injections  of  hot  water  suggested 
by  H.  Holbrook  Curtis  and  continuous  irrigation  with  a  hot  solu- 
tion of  mercury  bichloride  recommended  by  Dr.  W.  S.  Halstead." 
This  statement,  although  clearly  expressed,  is  likely  to  cause  care- 
less readers  to  confound  retro-injections,  with  irrigations  without 
a  catheter.  These  being  entirely  different  matters,  have  no  bear- 
ing on  one  another.  Retro-injections  condemn  themselves  by 
requiring  violation  of  that  primary  surgical  principle  which  for- 
bids insertion  of  any  instrument  into  an  acutely  inflamed  urethra; 
irrigations  properly  executed  do  not  violate  any  principle  of 
surgery. 

We  may  swerve  for  a  moment  from  the  subject  in  hand  to 
emphasize  an  historical  point  that  is  generally  overlooked.  The 
first  to  show  the  feasibility  of  irrigating  the  male  bladder  with- 
out a  catheter  was  that  eminent  surgeon,  Hunter  McGuire,  of 
Richmond,  Va.  This  was  about  40  years  ago.  Some  18  years 
later,  Felike  of  Buda-Pesth  first  employed  the  irrigation  method 
in  the  treatment  of  gonorrhoea.  About  17  years  ago  Janet  pub- 
lished his  first  experiences  in  the  treatment  and  systematized  the 
steps  thereof.  E.  R.  W.  Frank  of  Berlin  then  took  it  up  and  13 
years  ago  Brewer  first  introduced  it  to  the  profession  in  the 
United  States;  Swinburne  immediately  followed  and  continues 
therein,  as  do  very  many  others.  The  senior  writer  hereof  lays 
claim  only  to  simplifying  the  technique  and  devising  an  apparatus 
that  made  irrigations  easily  performable  by  the  general 
practitioner. 

16.  Horwitz  says:  "The  average  practitioner  has 
but  little  opportunity  to  observe  the  result  of  the  irrigation  mode 
of  treatment  and  cannot  form  a  definite  conclusion  as  to  its  value 
from  large  experience."  Our  own  observation  compels  dis- 
agreement from  the  eminent  author.  There  is  no  purpose  in 
quibbling  about  his  definition  of  average  practitioners ;  those 
whom  we  know  and  have  instructed  in  the  irrigation  method, 
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have  ample  opportunity  to  observe  its  results  in  their  own  prac- 
tices; they  will  not  use  any  other  method.  Truth  compels  us  to 
state  that  an  occasional  pupil  seeking  a  royal  road  to  success, 
deemed  the  microscope  a  bete  noir,  and  the  culture-oven  a  negli- 
gible article;  they  were  men,  however,  whom  unkind  Nature  had 
ordained  as  failures  in  general  practice,  and  who  looked  to  the 
genito-urinary  specialty  as  an  escape  from  their  shortcomings. 
Inevitably  they  failed  in  our  hands,  as  they  possibly  might  have 
done  under  more  competent  teachers.  Hence  the  conclusions  of 
such  men  are  not  reliable.  We  venture  to  say  that  the  same  men 
would  have  denounced  Prof.  Horwitz's  methods  had  they  been 
his  pupils.  The  fact,  however,  remains,  that  those  general  prac- 
titioners who  follow  the  irrigation  method  intelligently  are  just 
as  successful  therewith  as  are  specialists  of  the  largest  possible 
experience.  They  can  and  do  form  definite  conclusions  as  to  its 
value. 

17.  Horwitz  further  says:  "He  (the  average  prac- 
titioner) is  carried  away  by  the  statements  of  enthusiasts  and 
misled  by  the  brilliant  results  claimed  by  those  who  recommend 
the  method."  If  the  brilliant  results  obtained  by  the  followers 
of  the  irrigation  treatment  were  not  substantiated  in  fact,  the 
large  practices  of  those  who  make  each  irrigation  a  careful  study, 
would  be  incomprehensible.  If  the  brilliant  results  of  irrigations 
in  gonorrhoea  are  misleading,  the  general  practitioners  who  bring 
patients  for  consultation  and  the  patients  sent  for  treatment  are 
misled  by  prompt  relief  from  pain,  early  cessation  of  discharge, 
and  absence  of  sequela?  and  complications.  If  these  results  are 
misleading  the  profession  and  the  public,  then  we  plead  guilty  to 
the  charge,  but  do  not  promise  to  desist  and  ask  no  pardon. 

[  To  be  continued.] 
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The  following  were  elected  officers  for  the  ensuing  year  at 
the  annual  meeting  of  the  Association  at  Portland,  June  12  and 
13,  1905: 

President  Dr.  Ferd  C.  Valentine,  of  New  York  City. 

Vice-Presidents .  .Dr.    R.   R.   Campbell,   of  Chicago. 

Dr.  George  S.  Whiteside,  of  Portland,  Ore. 

Secretary  Dr.  Cabot. 

treasurer  Dr.  William  Baum,  103  State  Street,  Chicago. 

The  list  of  papers  read  at  the  meetings  included  the 
following : — 

Considerations  Influencing  Choice  of  Operations  for  Enlarged  Prostate.. 

By  William  N.  Wishard,  Indianapolis,  Ind. 
Physical  Diagnosis  of  Diseases  of  the  Prostate.. By  Charles  S.  Stern,  New  York. 

The  History  of  Prostatectomy  in  Connecticut  

By  Oliver  C.  Smith,  Hartford,  Conn. 

Prostatectomy  by  the  Two  Stage  Method  By  Follen  Cabot,  Jr.,  New  York. 

Some  Untoward  Results  of  Prostatectomy.  ..  .By  G.  S.  Whiteside,  Portland,  Ore. 
The  Choice  of  Technique  in  Prostatectomy.  . .  .By  J.  R.  Walthen,  Louisville,  Ky. 
Notes  on  Modern  Technique  in  Prostatectomy.  .By  D.  H.  Rand,  Portland,  Ore. 
Report  of  Three  Cases  of  Fracture  of  the  Pelvis  with  Rupture  of  the 

Bladder  By  J.  Rilus  Eastman,  Indianapolis,  Ind. 

Circumscribed  Fibrosis  of  the  Cavernous  Bodies.  .By  N.  W.  Wilson,  Buffalo,  N.  Y. 
The  Management  of  Tight  Though  Permeable  Stricture  of  the  Urethra.  . 

By  George  Knowles  Swinburne,  New  York. 

Gonorrhoea  in  the  Female  By  Ira  B.  Ladd,  Stockton,  Cal. 

Experience  with  the  Methods  of  Determining  Physiological  Kidney  Func- 
tion for  Operative  Procedure  

By  W.  Krotozyner  and  W.  P.  Willard,  San  Francisco,  Cal. 

The  Significance  of  Blood  in  the  Urine  By  L.  W.  Bremerman,  New  York. 

Litholopaxy  versus  Lithotomy  By  George  Knowles  Swinburne,  New  York. 

Presentation  of  an  Improved  Irrigator  By  T.  G.  Youmans,  Columbus,  Ohio. 

Impotence — an  Unusual  Case  By  F.  W.  Robbins,  Detroit,  Mich. 
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A  Clinical  Study  of  Urinary  Calculus,  Especially  with  Reference  to 

Diagnosis  By  Henry  Jacobson,  St.  Louis,  Mo. 

Lavage  of  the  Renal  Pelvis  in  the  Treatment  of  Lithjemia,  Pyelitis  and 

Certain  Forms  of  Nephritis  with  Notes  of  Illustrative  Cases  

By  F.  M.  Johnson,  Boston,  Mass. 
Cryoscopy  of  the  Urine  and  Urethral  Catheterization  as  Diagnostic 
Factors  in   Surgical   Diseases  of  the   Kidneys — a   Resume  of  One 

Hundred  Cases  By  William  E.  Lower,  Cleveland,  Ohio. 

Pyelitis  and  Demonstration  of  a  New  Cystoscope.  . .  .By  W.  Ayres,  New  York. 

Report  on  Experiment  with  Tuberculosis  of  the  Kidney  

By  Robert  T.  Morris,  New  York. 

Sterility  in  the  X-ray  Manipulator  By  S.  H.  Pendergast,  Memphis,  Tenn. 

The  Treatment  of  Chronic  Prostatic  Gonorrhcea  

By  Leland  Boogher,  St.  Louis,  Mo. 

The  Therapeutics  of  the  Vas  Deferens  and  Seminal  Vesicle  

By  William  T.  Belfield,  Chicago. 
The  Urological  Manifestations  of  Neurasthenia  ;  Etiology,  Diagnosis  and 

Treatment  By  A.  L.  Wolbarst,  New  York 

On  the  Causes  Retarding  the  Recovery  of  Gonorrhceal  Urethritis  

By  A.  Ravogli,  Cincinnati,  Ohio. 

Report  of  an  Unusual  Case  of  Renal  Calculus  

By  S.  L.  Eisner,  Rochester,  N.  Y. 
A  Simple  and  Inexpensive  Compression  Cylinder  for  Radiographing  Kidney 

Stones  By  J.  R.  Walthen,  Louisville,  Ky. 

Injuries  of  the  Ureters  During  Gynecological  Operations  

By  Charles  Cumston,  Boston,  Mass. 

Ureteral  Stump  after  Nephrectomy  By  A.  E.  Gallant,  New  York. 

Nephroptosis  and  Chronic  Appendicitis  By  W.  P.  Manton,  Detroit,  Mich. 

Chronic  Urethro-Cystitis  in  the  Female  .By  Ira  B.  Ladd,  Stockton,  Cal. 

Clinical  Significance  of  Diagnosis  of  Hematuria.  ..  .By  William  Senn,  Chicago. 

A  New  Cautery  for  use  in  Connection  with  my  Cystoscope  

By  Follen  Cabot,  Jr.,  New  York. 
The  Value  of  Radical  Operations  for  Hydrocele  in  Bilateral  Syphilitic 

Orchitis  By  Granville  MacGowan,  Los  Angeles,  Cal. 
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IN    CHARGE  OF 

Frederick  Bierhoff,  M.D. 

OF   NEW  YORK 
ABSTRACT 

The  Question  of  Priority  in  the  Adoption  of  the  Method  of  Total  Enuclea- 
tion, Suprapubically,  of  the  Hypertrophied  Prostate. — Dr.  Eugene 
Fuller.  (Annals  of  Surgery,  April,  1905,  p.  521,  and  Post-Graduate, 
June,  1905.) 

Recently,  while  performing  a  suprapubic  prostatectomy,  a  doctor  in  the  audience 
remarked  that  I  did  the  Freyer  operation.  I  corrected  him  with  the  statement  that 
I  was  performing  the  operation  which  I  devised  and  first  practiced  in  1894  and 
published  in  1895,  tne  same  operation  that  Freyer  first  performed  in  1900  after 
being  acquainted  with  the  details  of  my  operation  by  a  New  York  surgeon,  a  friend 
of  mine,  who  had  modified  my  procedure  slightly,  and  that  Freyer  in  1901  had  pub- 
lished the  operation  as  his  own  without  making  any  mention  of  me  or  of  Dr.  Ramon 
Guiteras,  the  New  York  surgeon  alluded  to. 

A  short  time  after  the  preceding  occurrence.  Dr.  J.  William  White,  of  Phil- 
adelphia, sent  me  a  reprint  of  his  article  which  appeared  in  the  December,  1904, 
number  of  the  Annals  of  Surgery,  entitled  "The  Present  Position  of  the  Surgery  of 
the  Hypertrophied  Prostate."  In  this  article  I  was  struck  by  the  following  state- 
ment: "Largely  through  the  work  of  one  surgeon,  Mr.  P.  J.  Freyer,  suprapubic 
enucleation  of  the  entire  gland  has  during  the  last  decade  become  the  operation  of 
choice  in  the  majority  of  cases."  Dr.  White  made  no  mention  of  any  prior  work 
in  this  connection.  I  knew  that  Dr.  White,  at  the  time  when  I  brought  out  my 
operation,  was  very  much  preoccupied  with  the  idea  that  he  had  solved  the  trouble- 
some problem  of  relieving  urinary  obstruction  from  prostatic  hypertrophy  through 
castration,  and  was  apparently  taking  little  interest  in  surgery  directly  connected 
with  the  gland  itself.  Consequently,  I  felt  that  there  might  be  an  element  of  excuse 
in  the  omission,  as  Freyer  published  his  article  shortly  after  the  profession  at  large 
had  wholly  abandoned  the  White  procedure,  and  when  its  author's  interest  in  pros- 
tatectomy was  reviving.  Other  occurrences  similar  to  these  have  made  it  evident 
to  me  that  the  profession  as  a  whole  is  not  familar  with  the  status  of  this  question 
or  with  the  controversy  in  the  British  Medical  Journal  which  followed  the  publica- 
tion of  Freyer's  article.  It  is  on  this  account,  and  also  at  the  solicitation  of  friends, 
that  I  have  prepared  this  paper. 

The  original  description  of  my  operation  was  published  in  the  Journal  of 
Cutaneous  and  Genito-Urinary  Diseases,  New  York,  June,  1895,  in  an  article  en- 
titled "  Six  Successful  and  Successive  Cases  of  Prostatectomy." 

In  the  spring  of  1900,  my  book,  "  Diseases  of  the  Genito-Urinary  System,"  The 
Macmillan  Company,  New  York,  was  published.  In  this  book,  which  appeared 
before  Freyer's  article  on  operative  work,  I  incorporated  my  1895  paper  just  quoted. 

In  August,  1900,  Dr.  Ramon  Guiteras,  of  New  York,  read  his  paper,  "The 
Present  Status  of  the  Treatment  of  Prostatic  Hypertrophy  in  the  United  States," 
before  the  Paris  meeting  of  the   International   Medical   Congress,   in   which  he 

418 


ABSTRACTS 


419 


announced  his  modification  of  my  suprapubic  prostatectomy.  Dr.  Guiteras's  paper 
appeared  in  the  Netu  York  Medical  Journal,  December  8,  1900.  Dr.  Guiteras,  on 
his  way  to  Paris  to  attend  this  meeting  of  the  International  Medical  Congress, 
stopped  in  London,  and  while  there  called  on  Mr.  P.  J.  Freyer  at  St.  Peter's  Hos- 
pital, and  fully  instructed  and  acquainted  him  with  my  operation,  as  well  as  with 
his  own  modification.  In  substantiation  of  these  statements,  I  submit  this  copy  of 
a  letter  written  me  by  Dr.  Guiteras: 

February  5,  1905. 

Eugene  Fuller,  M.D., 

Lexington  Avenue  and  Thirty-fifth  Street,  City. 
Dear  Doctor: — I  read  a  paper  entitled  "The  Present  Status  of  the  Treatment 
of  Prostatic  Hypertrophy  in  the  United  States,"  in  the  Section  of  Urinary  Surgery 
of  the  International  Medical  Congress  in  Paris,  August  4,  1900.  In  this  paper  I 
explained  the  different  methods  that  are  employed  in  operating  on  the  prostatic 
gland  in  this  country.  An  abstract  of  this  paper  was  published  in  the  Transactions, 
but  the  paper  in  full  came  out  in  the  New  York  Medical  Journal,  December  8,  1900. 
I  had  the  pleasure  of  meeting  Dr.  Freyer  in  London  on  my  way  to  Paris,  and 
explained  to  him  your  method  of  enucleating  the  prostate  that  you  had  been  using 
for  a  number  of  years,  and  which  I  had  been  following  with  the  exception  of  intro- 
ducing my  fingers  into  the  rectum  for  the  counter-pressure  instead  of  pressing  upon 
the  perineum.  Dr.  Freyer  was  very  much  pleased  with  the  description  of  the  opera- 
tions, and  said  that  he  would  try  the  method.  Since  then  he  has  operated  a  number 
of  times,  but  describes  his  operations  as  though  he  had  originated  the  operation  of 
suprapubic  prostatectomy  which  had  been  performed  for  so  many  years  previously 
by  other  operators.    I  am  sending  you  the  reprint  of  the  Paris  paper. 

Yours  sincerely, 
(Signed)  Ramon  Guiteras. 

Freyer's  first  case  of  suprapubic  prostatectomy  entered  St.  Peter's  Hospital 
on  November  21,  1900,  shortly  after  Dr.  Guiteras's  instructive  visit,  and  Freyer, 
showing  himself  an  apt  student,  operated  successfully,  following  the  exact  method 
taught  him  by  the  New  York  surgeon. 

On  June  26,  1901,  Mr.  P.  J.  Freyer  delivered  a  clinical  lecture  on  total  extir- 
pation of  the  prostate  for  radical  cure  of  enlargement  of  that  organ  before  The 
Medical  Graduates'  College,  London.  This  lecture  appeared  in  the  British  Medical 
Journal  of  July  20,  1901.  After  some  opening  remarks,  he  states:  "I  have  in 
four  cases  undertaken  a  new  and,  at  first  sight,  a  very  formidable  operation  for 
radical  cure  of  the  enlarged  organ,  namely,  total  extirpation  of  the  prostate  in  one 
and  all  with  entire  success.  These  four  operations  have  completely  revolutionized 
my  views  with  regard  to  the  treatment  of  this  painful  and  widespread  malady,  and 
I  submit  that  the  complete  success  with  which  they  have  been  attended  opens  up  a 
new  and  promising  era  in  this  field  of  surgery  with  far-reaching  results."  Then 
follows  the  surgical  recital  of  the  four  cases,  in  all  of  which  my  method  with  Dr. 
Guiteras's  modification  was  carefully  followed.  But  nowhere  was  the  operation 
described  as  other  than  new  and  original  with  the  writer  of  the  article. 

Mr.  Freyer's  assumption  of  almost  everything  in  sight  in  connection  with  pros- 
tatectomy was  too  much  for  English  surgeons  generally.  Very  many  letters  were 
promptly  sent  to  the  British  Medical  Journal,  most  of  them  in  violent  protest;  and 
a  prominent  London  surgeon,  in  a  spirit  friendly  to  me,  quickly  sent  me  a  marked 
copy  of  the  article,  which  enabled  me  also  to  embrace  the  opportunity,  which  would 
otherwise  have  been  lost,  to  enter  my  protest  with  the  rest.  It  is  impossible  here  to 
detail  all  these  letters,  but  any  one  interested  can  read  them  by  examining  the  files 
of  that  journal.  I  will,  however,  quote  from  the  letters  bearing  directly  on  the 
point  at  issue. 
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Mr.  A.  W.  Mayo  Robson,  of  Leeds,  published  his  first  letter  in  the  British 
Medical  Journal  of  July  27,  1901,  protesting  somewhat  generally  at  Mr.  Freyer's 
claims,  and  also  because  no  mention  had  been  made  of  his  own  extensive  work.  Mr. 
Freyer  replied  rather  acrimoniously  to  Mr.  Robson  in  the  British  Medical  Journal  of 
August  3,  1 901,  but  admitted  nothing. 

Mr.  Robson,  in  answer  in  the  British  Medical  Journal  of  August  10,  1901, 
had  this  to  say: 

"  Even  if  Mr.  Freyer  does  not  acknowledge  that  McGill  enucleated  the  hyper- 
trophied  prostate,  the  operation  said  by  Mr.  Freyer  to  be  original  was  described 
by  Dr.  Fuller  in  the  Journal  of  Cutaneous  and  Genito-Urinary  Diseases,  Vol.  viii., 
1895,  page  232,  and  on  page  233  are  shown  drawings  of  prostates  removed  by  enu- 
cleation which  are  very  much  like  the  drawings  shown  in  Mr.  Freyer's  paper.  A 
series  of  cases  is  also  given  at  the  end  of  the  paper.  This  book  can  be  seen  in 
the  library  of  the  Royal  Medical  and  Chirurgical  Society.  The  operation  is  further 
described  on  page  415  of  Dr.  Eugene  Fuller's  work  on  '  Diseases  of  the  Genito- 
Urinary  System,'  The  Macmillan  Company,  of  New  York,  1900." 

Mr.  Robson  concludes  his  reference  to  me  with  the  remark,  "  Moreover,  Dr. 
Fuller's  cases  referred  to  above  were  completely  cured." 

Mr.  Freyer,  in  answer  to  the  preceding  letter  of  Mr.  Robson,  has  this  to  say, 
regarding  my  work,  in  the  British  Medical  Journal  of  August  17,  1901: 

"  The  communication  of  Fuller  referred  to  I  regard  as  a  valuable  contribution 
to  the  surgery  of  the  prostate.  It  exemplifies  a  higher  step  in  the  evolution  of  the 
operation  of  McGill  and  Belfield.  But  his  operation  is  purely  a  partial  prostatec- 
tomy, the  obstructing  nodules  being  removed  from  within  the  capsule  sometimes  by 
the  finger,  at  others  by  cutting-forceps  and  scissors,  of  which  a  variety  is  figured. 
The  prostatic  urethra  is  cut  into;  a  perineal  section  performed  for  drainage  and 
counter-pressure  made  by  hand  on  the  perineum,  whereas  in  my  operation  cutting- 
forceps  and  scissors  are  dispensed  with,  and  by  the  finger-point  alone,  aided  by  a 
finger  in  the  rectum  for  counter-pressure,  the  whole  prostate  is  enucleated  in  its 
capsule  and  stripped  off  the  urethra,  which  is  left  untouched  in  the  manner  explained 
in  my  lecture,  thus  obviating  severe  bleeding  and  securing  permanent  immunity 
from  recurrence  of  the  disease.    No  perineal  section  is  done  in  my  operation." 

This  comment  of  Freyer  on  my  work,  the  only  one  as  far  as  I  am  aware  that 
he  ever  made,  is  largely  false  or  skillfully  misleading.  In  the  first  place,  as  I 
remove  the  entire  hypertrophy,  and  so  distinctly  state,  Freyer  draws  a  false  con- 
clusion in  referring  to  my  operation  as  a  partial  prostatectomy.  It  is  also  a  false 
assumption  on  his  part  when  he  states  that  I  only  remove  nodules  within  the  capsule. 
I  remove  the  same  amount  of  capsule  and  the  same  amount  of  hypertrophy  that  he 
removes,  as  can  be  seen  in  the  pictures  in  my  article.  I  do  not,  however,  assume 
in  my  article  that  the  capsule  I  remove  is  the  capsule  proper  of  the  prostate.  I 
purposely  left  that  question  open  as  one  for  anatomists  or  histologists  to  decide. 

Freyer,  however,  announces  the  fibrous  structure  covering  the  prostatic  masses 
removed  by  the  enucleation  to  be  the  true  fibrous  sheath  of  the  prostate,  thereby 
getting  himself  into  trouble  with  the  anatomists  and  the  histologists,  and,  because 
I  did  not  make  a  like  injudicious  announcement,  he  tries  to  argue  that  my  operation 
is  partial.  He  also  states  that  I  accomplish  removal  "  sometimes  by  the  fingers,  at 
others  by  cutting-forceps  and  scissors,  of  which  a  variety  is  figured."  This  is  also 
another  misleading  statement.  In  my  1895  article,  where  I  describe  my  operation, 
no  instruments  are  figured.    In  my  book  on  "  Diseases  of  the  Genito-Urinary  Sys- 
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tern,"  where  all  operations  on  that  part  are  described,  there  are,  of  course,  cuts  of 
various  instruments.  In  my  1895  article,  one  only  out  of  the  six  operations  I  had 
then  performed  was  not  amenable  to  my  enucleation  operation,  and  in  that  I  had 
to  use  scissors  and  cutting-forceps.  Freyer's  attempt  to  argue  from  that  fact  that 
he  did  not  wrongfully  appropriate  my  operation  as  his  own  is  hard  to  follow. 

The  only  use  I  make  of  scissors  in  my  enucleation  operation  is  to  cut  through 
the  base  of  the  bladder  exactly  as  Freyer,  copying  me,  uses  those  instruments.  All 
the  rest  of  the  operation  of  removal  is  accomplished  by  my  finger-end  alone,  just 
as  Freyer,  copying  me,  uses  his.  In  my  operation,  none  of  the  urethra  or  bladder 
wall  is  removed,  all  being  left  just  as  in  Freyer's  imitation  procedure.  His  state- 
ment, however,  that  he  leaves  the  urethra  untouched  is  so  made  as  to  allow  the  false 
inference  that  in  my  operation  it  is  removed.  My  making  a  perineal  puncture  for 
drainage  in  the  after-treatment  is  one  special  detail  in  which  Freyer  does  not  follow 
me,  and  that  has  nothing  really  to  do  with  the  operation,  being  merely  a  feature 
of  the  after-treatment.  The  other  point  that  he  emphasizes  in  which  he  differs 
from  me  is  that  I  make  counter-pressure  by  a  hand  on  the  perineum,  whereas  he 
introduces  a  finger  into  the  rectum  for  counter-pressure.  This  is  the  feature  wherein 
Dr.  Guiteras's  operation  differs  from  mine,  and,  as  Dr.  Guiteras  instructed  Freyer 
in  this  particular,  it  is  more  natural  that  he  should,  in  trying  the  operation,  appro- 
priate that  gentleman's  modification  rather  than  my  original  procedure. 

Mr.  Robson,  British  Medical  Journal,  August  24,  1901,  has  this  to  say  in 
answer  to  Mr.  Freyer's  previously  quoted  allusion  to  my  work: 

"  Mr.  Freyer,  by  raising  side  issues,  attempts  to  divert  attention  from  the  chief 
points  in  the  controversy.  I  hold  that  Mr.  Freyer  has  not  substantiated  his  claim 
to  having  performed  an  original  operation,  and  that,  had  he  been  acquainted  with 
the  literature  of  the  subject  and  with  the  work  of  others,  he  would  never  have  made 
such  a  claim." 

My  own  reply  to  Freyer's  article  of  July  20  appeared  in  the  British  Medical 
Journal,  August  24,  1901. 

Mr.  Freyer  never  took  any  notice  of  this  letter  of  mine,  but  Mr.  D.  F.  Keegan 
did,  and  in  a  way  most  gentlemanlike  and  just. 

On  the  appearance  of  Mr.  Freyer's  first  article,  Mr.  Keegan  promptly  wrote  a 
congratulatory  letter  to  the  British  Medical  Journal,  August  3,  1901,  in  which  he 
states: 

"The  clinical  lecture  on  total  extirpation  of  the  prostate  for  radical  cure  of 
enlargement  of  that  organ,  delivered  by  Mr.  P.  J.  Freyer  at  the  Medical  Graduates' 
College,  London,  on  June  26  and  reported  in  the  British  Mdical  Journal  of  July  20, 
heralds  a  new  and  most  promising  epoch  in  operative  surgery,  and  is  in  my  opinion 
one  of  the  most  valuable  and  important  clinical  lectures  published  for  many  years. 
It  will  doubtless  receive  in  the  editorial  columns  of  this  journal  the  prominence  it 
so  richly  merits;  and  I  venture  to  state  that  I  voice  the  opinion  of  the  Indian  Medi- 
cal Service  when  I  say  that  we,  one  and  all,  feel  proud  that  it  should  have  fallen 
to  the  lot  of  a  member  of  our  service  to  have  made  this  great  and  important  advance 
in  the  surgical  treatment  of  enlargement  of  the  prostate." 

When  my  letter  appeared,  however,  in  the  Journal  in  reply  to  Mr.  Freyer,  Mr. 
Keegan  got  my  work,  and,  after  reading  it,  wrote  the  following  to  the  British  Medi- 
cal Journal,  October  26,  1901: 

"  In  modification  of  the  letter  which  appeared  above  my  name  in  the  British 
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Medical  Journal  of  August  3,  I  would  like  to  say  that,  having  now  read  Dr.  Eugene 
Fuller's  work,  'Disease  of  the  Genito-Urinarv  System'  (New  York,  1900),  I  am  of 
the  opinion  that  in  his  operation  designated  the  '  direct  surgical  removal  of  pros- 
tatic obstruction,'  Dr.  Fuller  had  in  principle  anticipated  by  some  years  Mr.  P.  J. 
Freyer." 

Besides  this  letter  to  the  British  Medical  Journal,  Mr.  Keegan  was  so  polite 
as  to  write  me  a  personal  letter  under  the  date  of  October  28,  1901,  in  which  he 
states:  "Having  had  the  advantage  of  reading  your  work  on  'Diseases  of  the 
Genito-Urinarv  System,'  I  wrote  a  short  letter  to  the  British  Medical  Journal  which 
appears  in  this  week's  issue,  and  I  trust  you  will  consider  that,  though  somewhat 
late  in  the  day,  I  have  accorded  you  your  just  due  for  being  the  first  to  deal  in  a 
rational  and  scientific  manner  with  enlargement  of  the  prostate." 

Mr.  Keegan's  withdrawal  of  his  credit  for  the  operation  under  discussion  from 
Mr.  Frever  and  his  transfer  of  it  to  me  would  not  have  been  done,  I  think  all  will 
acknowledge,  had  not  my  work,  in  his  opinion,  warranted  it  beyond  all  question. 
From  his  long  association  with  Mr.  Freyer,  and  from  the  tone  of  his  congratulatory 
letter,  it  is  fair  to  suppose  that  he  would  have  had  primarily  a  special  disposition 
to  favor  the  claim  of  his  former  associate  in  the  Indian  Service. 

Dr.  White,  in  his  article  previously  referred  to,  in  describing  Mr.  Freyer's 
present  operative  technique,  speaks  of  his  scratching  through  the  vesical  structure 
covering  the  prostatic  hypertrophy.  Mr.  Freyer's  former  procedure,  and  the  one 
I  employ,  is  to  cut  through  with  scissors.  I  am  prejudiced  against  scratching.  As 
a  boy,  I  was  taught  to  strike  out  from  the  shoulder,  and  that  scratching  was  a 
feminine  method  of  fighting.  In  surgery,  a  scratch  makes  a  nasty  wound  in  com- 
parison with  a  cut.  I  think  Mr.  Freyer  would  do  better,  should  he  continue,  to 
cut  through  rather  than  to  scratch  through  the  vesical  wall  covering  the  prostate. 
But  if  he  wishes  to  claim  to  be  the  original  scratcher  in  connection  with  suprapubic 
prostatectomy,  I  certainly  will  not  protest  against  that,  his  only  valid  claim. 
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THE  URINARY  DISTURBANCES  IX  APPENDICITIS. 


MONG  the  very  varied  aspects  of  appendicitis,  the  form 


which  is  accompanied  by  urinary  disturbances  is  assuredly 


the  most  infrequent.  The  correlation  that  is  occasion- 
ally observed  between  the  appendix  and  bladder,  arises  from  the 
fact  that  from  certain  anatomical  anomalies,  the  appendix  and 
coecum  come  in  contact  with  each  other  and  for  this  reason  the 
lesions  of  one  organ  will  be  reflected  upon  the  other  and  vice 
versa.  The  appendix,  however,  is  most  always  the  organ  first 
involved.  It  may  be  found  behind  the  umbilicus  just  above  the 
bladder  or  behind  the  pubis,  and  it  has  been  found  crossing  the 
bladder  and  extending  into  the  left  iliac  fossa.  More  frequently 
it  lies  in  the  pelvis,  low  down  in  the  excavation,  or  in  the  cul-de-sac 
of  Douglas,  between  the  bladder  and  colon,  the  rectal  ampoula 
in  the  male,  between  the  uterus  and  bladder  in  the  female.  It 
may  be  found  adherent  to  the  posterior  aspect,  the  sides  or  the 
anterior  wall  of  the  bladder. 

Under  these  circumstances  urinary  disturbances  are  produced 
as  complications  of  appendicitis  and  may  be  classified  as  follows: 
( 1 )  Inflammatory  functional  disturbances  without  pus  forma- 
tion, such  as  retention  of  urine,  tenesmus,  dysuria,  acute  or 
subacute  cystitis,  pyuria,  pyeclocystitis,  pericystitis,  etc.  (2)  Sup- 
purative lesions,  viz  :  paravesical  abscess  and  abscess  of  the  cavity 
of  Retzius,  pyovesical,  pyostercoral,  intestinovesical.  salpingo- 
intestinovesical  fistula?,  etc.  (3)  The  formation  of  stercoral  or 
urinary  calculi.  The  latter  are  so  exceptional,  that  thev  mav  be 
neglected  in  practice,  but  the  other  conditions,  on  the  contrary, 
have  much  more  practical  importance. 

The  first  group  is  extremely  deceiving.  In  1894,  Schwartz 
reported  a  remarkable  case  in  this  respect  to  the  Surgical  Society 
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of  Paris.  A  young  man,  twenty  years  of  age,  had  had  three  pre- 
vious attacks  of  appendicitis  about  five  years  apart,  all  terminating 
in  abscess  formation  which  opened,  or  were  opened,  in  the  umbili- 
cal region.  Each  time,  besides  the  ordinary  symptoms  of  appen- 
dicitis, the  patient  had  violent  pain  in  urinating,  with  a  frequent 
desire  to  empty  the  bladder.  At  the  third  attack,  his  physician, 
believing  the  case  to  be  one  of  typhoid  fever  on  account  of  the 
general  condition  of  the  patient,  was  assured  by  him  that  it  was 
appendicitis,  because  he  experienced  the  same  pain  as  in  his  former 
attacks  and  also  the  same  dysuria  and  vesical  tenesmus.  Schwartz 
operated  and  found  an  appendix  in  the  form  of  a  cord  surrounded 
by  indurated  omentum,  extending  from  the  iliac  fossa  to  the 
abdomineal  wall  midway  between  the  umbilicus  and  pubis  in  the 
neighborhood  of  the  bladder. 

Appendicitis  does  not  only  provoke  more  or  less  severe 
functional  urinary  disturbances  and  the  purulent  foci  that  it  en- 
genders, either  around  it  or  at  a  distance,  may  open  into  the 
bladder  znd  set  up  a  cystitis,  pyuria  or  even  a  pyelocystitis.  In 
some  cases  the  opening  will  close  and  the  urinary  accidents  will 
rapidly  subside,  but  in  others,  the  fistula  persists  and  in  order  to 
obtain  a  cure  an  operation  becomes  necessary. 

When,  during  the  course  of  an  appendicitis,  presenting  the 
ordinary  symptoms,  the  pus  is  to  perforate  into  the  bladder  a 
more  or  less  pronounced  pericystitis  develops  which  gives  rise  to 
disturbances  in  micturition  more  accentuated  than  in  ordinary 
cases,  or  they  may  be  of  a  reflex  nature.  There  is  tenesmus,  fre- 
quent desire  to  micturate  and  sometimes  retention.  Then  sud- 
denly during  an  effort  to  empty  the  bladder  the  urine  is  found  full 
of  pus,  occasionally  with  a  fetid  or  fecaloid  odor.  Gas  has  even 
been  known  to  escape  along  with  fecal  matter,  as  well  as  foreign 
bodies  and  gangrenous  tissue. 

C.  G.  Cumstox. 

871  Beacon  St.,  Boston. 


THE  PRESENT-DAY  STATUS  OF  TUBERCULOSIS  OF 
THE  MALE  GENITAL  ORGANS.1 
III. 

By  Dr.  Ernst  R.  W.  Frank,  Berlin. 

Translated  from  the  German  by  Frederick  Bierhoff,  M.D.    New  York. 
[Continued  from  the  July  Number.] 

TWO  further  points  of  great  importance  in  diagnosis, 
should  be  mentioned.  By  means  of  cystoscopic 
examinations  it  is  frequently  possible,  in  cases  of 
primary  renal  tuberculosis,  to  recognize  the  very  first  traces 
of  vesical  involvement,  even  before  the  appearance  of  the 
initial  nodules  on  the  mucous  membrane  at  the  ureteral  orifice 
of  the  affected  side.  The  margins  of  the  ostium  are  no 
longer  smooth,  but  roughened  and  inverted,  the  round  orifice 
is  angularly  distorted  and  retracted  into  funnel-shape.  We 
no  longer  see  the  pale-red,  superficial  depression,  but  a  dark 
crater.  In  the  second  place,  it  is  possible  to  note  a  difference  in 
the  activity  of  the  ureters.  The  more  advanced  the  tuberculous 
changes  in  the  particular  kidney,  the  more  slowly  does  the  ureter 
act.  The  writer  has  seen  cases  in  which  the  one  ureter  went 
through  its  characteristic  peristaltic  movements  by  which  urine 
is  forwarded  to  the  bladder,  4  to  6  times  a  minute,  while  the 
ureter  of  the  affected  side  only  produced  a  few  drops  of  urine  in 
li — 2  minutes.  The  explanation  of  the  other  characteristic 
changes  in  the  urine  are  given  in  the  description  of  the  disease  as 
it  affects  the  kidneys  and  ureters.  I  cannot  omit,  however,  to 
draw  attention,  at  this  point,  to  the  exceedingly  great  importance 
which  cystoscopic  examination  possesses  for  the  therapy  of 
urogenital  tuberculosis.  In  contradistinction  to  Nitze,36  Casper  57 
and  others,  I  am  not  of  the  opinion  that  vesical  tuberculosis  is 
necessarily  a  contra-indication  to  this  examination.  No  other  of 
the  known  methods  of  examination  can  replace  cystoscopy.  Only 
when  combined  with  it  do  palpation  and  bacteriological  examina- 
tion show  us  the  right  path  for  therapeutic  measures;  only  by  its 
aid  is  it  possible  for  us  in  a  large  part  of  the  cases,  to  catheterize 
the  ureters,  and  to  gain  the  weighty  facts  necessary  for  the  deter- 
mination of  the  renal  functional  power.  That  cystoscopic  exam- 
1  Begun  in  the  June  number  of  the  American  Journal  of  Urology. 
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ination  in  the  presence  of  vesical  tuberculosis  may  do  harm,  I  con- 
cede, as  does  Stockel.58  In  spite  of  this,  however,  I  maintain 
that  it  is  indicated  in  almost  every  case.  It  is  necessary,  however, 
to  use  the  cystoscope  at  the  right  time,  and  in  a  skillful  manner. 
The  ulcerative  processes  of  the  vesical  mucous  membrane  may, 
through  inflammation  of  the  deeper  layers  of  the  bladder,  lead  to 
interstitial  contraction,  and  to  a  lasting  diminution  of  the  lumen 
of  the  bladder.  But  also  with  superficial  ulceration  of  the  mucous 
membrane,  a  decided  diminution  of  the  capacity  of  the  bladder 
may  occur,  which  is  usually  to  be  looked  upon  as  a  cystospasm, 
and  in  which  the  penetration  of  pyogenic  bacteria  into  the  ulcera- 
tions plays  a  great  part.  A  dreadfully  troublesome,  exceedingly 
painful  desire  to  urinate  is  a  clinical  characteristic  of  both  patho- 
logical processes.  In  such  cases,  as  in  all  acute  inflammatory 
diseases  of  the  bladder,  every  instrumental  interference,  includ- 
ing cystoscopy,  is  absolutely  contraindicated.  But  it  is  almost 
always  possible,  through  suitable  therapy,  to  overcome  the  resist- 
ance of  the  bladder,  and  to  make  the  examination  possible.  If 
we  fill  the  bladder,  for  purposes  of  cystoscopy,  with  the  absolutely 
non-irritating  solution  of  Hydrarg.  oxycyanat.  i  :  4000,  instead 
of  with  the  very  weakly  antiseptic  Boric  acid  solution  (a  suffi- 
cient anesthetization  is,  in  such  cases,  a  self-understood  pre- 
requisite), we  can  be  sure  to  avoid  an  extension  of  the  process, 
a  statement  which  the  author  has  verified  in  a  large  series  of 
cystoscopic  examinations  made,  in  this  manner,  in  vesical  tuber- 
culosis. In  the  presence  of  very  far  advanced  destruction  of  the 
vesical  mucous  membrane,  cystoscopy  is  an  impossibility,  but  in 
such  cases  it  can  be  of  no  importance  in  therapeutic  considera- 
tion since  treatment  can,  in  these  stages,  no  longer  count  upon 
success.  I  am  of  the  opinion,  with  Stockel,  that  cystoscopy  is 
indicated  in  those  cases  in  which  it  is  technically  possible;  in 
which  regard  a  complete  and  certain  mastering  of  the  technique 
of  the  examination  is  a  necessary  pre-requisite.  Any  one  who, 
in  this  as  in  any  other  examination  which  depends  for  its  success 
upon  a  mastering  of  technique,  cystoscopes  a  tuberculous  bladder, 
without  the  necessary  dexterity,  may  cause  unanswerable  and 
irremediable  injury. 

Although  Clado,  Cornil,  Albarran,  Casper  and  Strauss 59 
describe  primary  vesical  tuberculosis,  and  believe  the  possibility 
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of  primary,  isolated  vesical  tuberculosis  to  be  of  the  greatest 
importance  in  the  therapy,  surgical  interference,  still,  as  a  result 
of  clinical  observation  and,  above  all  else,  autopsy  findings,  this 
possibility  is  hardly  to  be  admitted.  Saxtorph  found,  in  his  547 
cases  of  urogenital  tuberculosis,  acute  miliary  tuberculosis  in  346, 
and  of  these  342  cases  affecting  the  kidneys,  and  the  bladder  only 
4  times,  in  children.  Thus  even  in  miliary  tuberculosis,  this 
hematogenous  form  par  excellence,  the  bladder  becomes  diseased 
so  seldom.  But  since  in  miliary  tuberculosis  also,  the  bacilli  may 
pass  through  the  kidneys,  so,  in  these  four  cases,  there  may  have 
been  a  descending  infection  of  the  vesical  mucous  membrane  per 
continuitatem.  In  no  instance  did  Saxtorph  see  isolated  disease 
of  the  bladder.  In  Casper's  cases  not  the  bladder,  but  the 
epididymes  were  primarily  diseased.  Vesical  tuberculosis  is,  then, 
in  the  main,  a  secondary  disease,  which  is  most  frequently  an 
extension  from  the  kidneys,  less  frequently  from  the  genital 
organs.  The  epididymes  and  kidney  may,  however,  be  diseased, 
while  the  bladder  is  fully  intact,  so  that  neither  of  these  has 
developed,  through  propagation  by  continuity,  from  the  other; 
we  have  to  deal  with  two  hematogenous  tuberculous  foci,  inde- 
pendent of  each  other.  In  the  female  an  extension  of  the  tuber- 
culous process  from  the  genital  organs  to  the  bladder,  in  all 
probability  does  not  occur  at  all;  Saxtorph,  however,  describes 
a  case  in  which,  in  addition  to  a  tuberculosis  of  the  ovaries,  only 
the  bladder  was  diseased,  but  in  this  case  a  large  retrovesical 
abscess  existed  and  the  localization  of  the  vesical  tuberculosis 
exactly  corresponded  with  this,  so  that  here,  too,  a  hematogenous 
infection  is  hardly  to  be  assumed.  Schroeder  011  and  Stockel  also 
describe  a  case  of  isolated  vesical  tuberculosis,  in  the  female,  but 
it  had  been  preceded,  years  before,  by  a  tuberculous  coxitis  which 
had  resulted  in  anchylosis. 

After  the  localization  of  the  tuberculous  process  in  the 
various  parts  of  the  urogenital  tract  has  been  presented,  during 
which  the  question  concerning  the  primary  and  secondary  affec- 
tion of  the  different  organs  was  discussed,  it  is  a  very  important 
question  in  relation  to  therapy,  by  what  routes  the  tuberculous 
process,  be  it  in  the  primary,  or  in  the  deuteropathic  sense, 
involves  the  urogenital  system,  and  whether  it  spreads  therein  by 
descending,  or  ascending.     In  pulmonary  and  intestinal  tuber- 
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culosis,  the  question  as  to  the  point  of  entrance  of  the  tubercle 
bacilli  offers  us  no  difficulty.  This  is  different,  however,  in  uro- 
genital tuberculosis.  The  urethra  is  an  approach  to  the  kidneys 
as  well  as  to  the  genital  glands.  The  objection  that  tuberculosis 
of  these  organs  almost  always  begins  in  the  depths  thereof,  con- 
tains no  proof  against  the  view  that  bacilli  may  obtain  their 
entrance  by  way  of  the  urethra,  since  it  needs  only  a  reference 
to  the  analogy  with  the  lung  and  the  intestine.  "  The  initial 
focus  is  always  seen  in  the  furthermost  portion  of  the  efferent 
duct,  as  it  were,  at  the  point  where  this  joins  the  gland-tissue 
proper"  (Heiberg).  In  the  case  of  the  lungs,  Rindfleisch  has 
proven  that  the  tuberculous  process  begins  at  the  point  of  junction 
of  the  smallest  bronchi  with  the  infundibula,  and  Virchow  has 
shown  that  tuberculosis  of  the  testis  begins  in  the  epdidymis,  and 
particularly  in  the  caput  thereof.  Animal  experiments,  as  well 
as  a  number  of  clinical  observations,  answer  the  question  concern- 
ing primary  infection  in  the  sense  that  the  urethra  or  vagina  may 
be  the  point  of  entrance  of  the  tuberculous  virus. 

Gartner,01  through  bringing  guinea-pigs  together,  after  hav- 
ing brought  about  a  genital  tuberculosis  in  the  males,  by  means 
of  the  injection  of  pure  cultures  of  tubercle  bacilli  into  the  testes, 
succeeded  in  causing  a  genital  tuberculosis  in  the  females  also. 
Bang  reports  upon  the  transmission  of  tuberculosis  by  a  tuber- 
culous bull,  although  he  does  not  expressly  state  that  this  was 
a  genital  tuberculosis.  Kopp  gives  a  similar  report.  Gartner 
found  tubercle  bacilli  five  times  in  the  sperma  of  male  guinea- 
pigs,  which  had  been  made  tuberculous  by  tracheal  injections, 
although  the  genital  organs  were  not  diseased.  Similar  findings 
are  reported  by  Cavagnis,  Aubeau,  Spano  and  others.  Analogous 
with  these  are  the  findings  of  Jani  62  and  Nakarai,63  who  suc- 
ceeded in  finding  tubercle  bacilli  in  the  sperma  of  phthisical 
patients,  who  suffered  neither  from  urogenital,  nor  miliary 
tuberculosis. 

Added  to  this  is  the  fact  that  phthisical  patients  retain  the 
power  of  cohabitation  for  a  long  time.  Simmonds 64  reports 
upon  five  cases  of  most  severe  urogenital  tuberculosis,  which 
ended  fatally,  in  part  a  few  days  after  their  admission  to  the 
hospital,  all  of  whom  had,  up  to  a  few  days  previously,  been 
able  to  cohabit,  and  one  of  whom  had  married,  four  weeks  before 
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his  death,  and  had  cohabited  regularly.  In  two  cases  the  patients 
had,  even  after  the  appearance  of  tuberculosis  of  the  testis, 
become  the  fathers  of  healthy  children.  This  is  what  is  meant 
by  the  phrase  "  Phthisici  salaces,"  although  it  is  certain  that, 
upon  this  point,  much  exaggeration  is  indulged  in.  Here,  also, 
we  should  bear  in  mind  Kraske's  case  of  long-standing  tuber- 
culosis of  the  glans  penis,  and  similar  cases  of  Nockher,  Malecot, 
Wichhans  and  Ssalitscheff. 

In  no  case,  however,  could  it  be  proven  that  the  tuberculosis 
had  been  transmitted  through  cohabitation.  The  fact  that  the 
guinea-pigs,  which  Baumgarten  65  had  infected  by  injections  of 
pure  cultures  into  the  testes,  directly  tuberculously  infected  a 
number  of  females,  can  hardly  be  brought  into  analogy  with  the 
conditions  existing  in  genital  tuberculosis  in  man,  in  whom  a  pre- 
viously healthy  testis  is  never  suddenly  flooded  with  so  enormous 
a  quantity  of  the  most  virulent  and  most  active  tubercle  bacilli. 
It  is  possible  that,  in  these  animals,  the  infective  agents  were,  by 
the  injection,  at  once  brought  into  the  seminal  vesicles,  so  that 
coitus  became  equivalent  to  an  injection  of  a  pure  culture  into 
the  vagina.  In  the  human  being,  it  has  never  been  possible  to 
positively  prove  an  infection  through  coitus.  In  Kraske's  case 
the  wife,  after  several  years  of  married  life,  was  perfectly  healthy, 
and  had  borne  two  healthy  children.  In  Desville's  cases,  cited 
by  Cornet,  it  is  much  more  probable  that  the  infections,  during 
married  life,  had  occurred  by  way  of  the  respiratory  tract.  Sim- 
monds,  too,  always  found  the  women  healthy,  in  the  cases  he 
observed.  Although  patients  suffering  from  urogenital  tuber- 
culosis still  cohabit  frequently,  even  in  the  most  advanced  cases, 
primary  urogenital  tuberculosis  has  never  been  observed  in  pros- 
titutes who  must  certainly  frequently  come  in  contact  with  such 
individuals.  But  even  if  we  admit  the  possibiltiy  of  an  infection 
of  the  urethral  orifice,  or  a  superficial  ulceration  of  the  glans,  or 
the  sulcus  coronarius,  particularly  in  case  of  a  phimosis,  some- 
what analogous  with  the  frequently  described  tuberculous  infec- 
tion during  ritual  circumcision,  then  the  infectious  agents  would 
pass  to  the  inguinal  glands,  but  never  to  the  internal  urogenital 
organs.  Just  the  cases  in  children,  who  were  infected  during  cir- 
cumcision, prove  this.  Thus  Bernhardt  saw  such  a  case,  in 
which,  14  years  after  the  infection,  an  ulcer  of  the  penis  was 
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still  present,  but  without  involvement  of  the  urogenital  organs. 
Finally,  the  cases  of  Schuchardt,';,;  Heller,  Cornil  and  Babes 
remain  to  be  mentioned,  in  which,  in  company  with  gonococci, 
tubercle  bacilli  were  found,  in  consequence  of  which  a  mixed  infec- 
tion was  presumed.  But  here,  too,  we  cannot  agree  with  Pos- 
ner's  view  that  we  have  to  deal  with  "  the  well  attested  possibility 
of  tuberculous  infection  by  means  of  coitus."  Certainly,  in 
these  cases,  latent  tuberculous  foci  were  brought  into  activity  by 
the  gonorrhea,  or,  as  Kraemer  thinks,  they  may  have  been 
smegma  bacilli.  Finally,  it  is  possible  that  occasionally,  through 
the  moistening  of  the  glans  with  saliva,  before  coitus,  as  well  as 
through  perverse  coitus,  an  infection  by  contact  may  be  caused, 
in  analogy  with  the  cases  described  by  Cornet,07  who  twice  found 
tuberculous  ulcerations  at  the  clitoris,  in  the  autopsies  of  one-vear- 
old  girls,  who  had  tuberculous  affections  of  the  bones  of  the 
fingers.  The  possibility,  supported  by  Hegar,68  that,  in  deutero- 
pathic urogenital  tuberculosis,  the  tubercle  bacilli  may  be  trans- 
mitted through  lack  of  cleanliness,  from  the  dejections,  or  the 
sputum,  also  belongs  in  this  category.  Up  to  the  present,  how- 
ever, we  must  agree  with  Heiberg.  "  Tempting  as  it  might  be, 
always  to  ascribe  primary  urogenital  tuberculosis  to  a  direct  infec- 
tion, as  with  syphilis  and  gonorrhea,  still  we  have  no  positive 
proof  of  this  view."  The  possibility  of  such  an  infection  is, 
naturally,  conceded.  The  fact  which  is  so  frequently  advanced 
as  a  counter-proof  against  a  direct  infection,  that  occasionallv 
urogenital  tuberculosis  is  found  in  very  young  children,  in  whom 
we  could  hardly  think  of  a  genital  transmission,  could  only  justly 
hold  if,  in  such  cases,  a  primary  infection  could  be  proven.  But 
this  according  to  Heiberg,  has  never  yet  succeeded.  L'rogenital 
tuberculosis,  in  children,  was  always  deuteropathic. 

That  urogenital  tuberculosis  may  occur  primarily,  but  that 
it  is,  in  the  large  majority  of  cases,  a  deuteropathic  disease,  has 
already  been  stated.  In  most  instances  we  have  to  deal  with 
hereditarily  affected  individuals,  or  with  persons  who  are  other- 
wise tuberculously  diseased.  As  a  result  of  a  local  cause,  an  old 
focus  in  the  lung,  or  frequently  in  the  osseous  system,  again 
becomes  active.  In  the  neighborhood  of  this  focus  a  miliary 
eruption  occurs,  and  the  bacilli,  whose  virulence  is  still  unabated, 
are  freed  and  enter  the  circulation.    There  need  only  to  be  caused. 
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through  inflammations,  traumata,  etc.,  a  locus  minoris  resisten- 
tiee  in  the  urogenital  tract  (often  enough,  too,  the  etiology 
remains  obscure),  to  favor  the  entrance  and  lodgement  of  the 
bacilli.  It  is  with  urogenital  organs  as  Volkmann  has  described 
for  the  etiology  of  bone  and  joint  tuberculosis.  Statistics  prove 
that  traumata  play  the  principal  role  in  the  etiology  of  urogenital 
tuberculosis.  In  eleven  cases  of  tuberculosis  of  the  testes,  in 
Brun's  clinic,  Haas  found  a  former  injury  noted  in  thirteen 
instances.  In  most  of  the  cases  the  trauma  was  at  once  followed 
by  the  disease;  in  the  slowest  of  the  cases  the  beginning  of  the 
disease  was  noticed  months  after  a  contusion.  "  In  this  short 
spare  of  time  a  disease  of  hematogenous  origin  may  be  excluded. 
There  can  only  have  been  the  opening  of  a  latent  focus." 
(Kraemer. )  Furthermore,  Gossner  describes  the  case  of  a 
grenadier,  in  whom  a  crushing  of  the  left  testis  and  epididymis 
was  immediately  followed  by  a  tuberculosis  of  these  organs. 

A  further  very  important  moment  in  the  origin  of  uro- 
genital tuberculosis  is,  without  doubt,  gonorrhea.  Only  in  this 
sense  do  I  believe  that  the  frequently  advanced  etiological  signifi- 
cance of  the  preceding  sexual  life  is  of  moment  in  the  origin 
of  urogenital  tuberculosis.  Guyon  has  always  pointed  this  out 
with  great  emphasis.  Kraemer  correctly  remarks  that  the  reten- 
tion of  the  bacilli  in  the  epididymis  and  their  penetration  into  the 
tissues  are  favored  by  the  presence  of  stenoses,  or  obliteration  of 
the  efferent  canaliculi,  such  as  one  frequently  observes  as  the 
results  of  gonorrheal  infection.  It  is  frequently  found,  in  the 
history  of  patients  with  tuberculosis  of  the  testis,  that,  as  a  result 
of  a  former  gonorrhea,  an  epididymitis  of  the  same  side  had 
occurred.  It  is  thus  in  Probst's  case.  Birch-Hirschfeld  reports 
the  case  of  a  young  soldier  who,  eight  days  after  the  appearance 
of  a  gonorrheal  epididymitis,  died  of  an  acute,  miliary  tuber- 
culosis. Heller,  Feierling  and  Krzywicki  describe  similar  cases. 
In  52  cases  of  urogenital  tuberculosis  Kocher  found  that  gonor- 
rhea had  preceded  it  in  14  instances,  Casper  found  it  12  times 
in  35  cases,  Simmonds  reports  upon  1  1  such  instances  in  26  cases; 
eight  of  these  were  hereditarily  predisposed,  and  demonstrate  the 
danger  of  the  gonorrheal  infection  for  patients  with  the  heredi- 
tary predisposition.  The  origin  of  tuberculosis  of  the  prostate, 
too,  is  particularly  favored  by  the  gonorrheal  infection,  which 
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tends  to  localize  itself  in  gonorrhea  of  the  posterior  urethra,  most 
persistently  in  the  tubuli  of  this  gland  and  in  its  efferent  ducts,  in 
the  utriculus  masculinus,  and  the  seminal  vesicles.  The  presence 
of  glandular  infiltrations  and  strictures  in  the  urethra  favors 
stagnation  and,  as  a  result,  the  occurrence  of  an  invasion  of 
bacilli.  The  prevention  of  gonorrhea  is,  therefore,  of  the 
greatest  importance  for  every  phthisical  individual,  and  every 
one'who  is  hereditarily  predisposed  to  tuberculosis,  and,  similarly, 
the  most  exact  therapy  should  be  applied,  in  order  that  a  gonor- 
rhea, in  such  individuals,  may  be  most  rapidly  and  completely 
cured. 

The  infection  may  reach  the  kidney  by  way  of  the  blood- 
current,  and  spread  from  the  cortex  toward  the  renal  pelvis.  Thus 
tuberculosis  of  the  urinary  tract  develops.  Or  the  bacilli,  by- 
way of  the  circulation,  reach  the  larger  sexual  glands,  epididymis 
and  testis,  less  frequently  prostate  and  seminal  vesicles,  and  a 
genital  tuberculosis  results.  This  hematogenous  form  comes  into 
consideration  as  well  for  the  primary  as  for  the  secondary  infec- 
tion of  the  urogenital  organs.  Thus  the  secondary  infection  also, 
may  be  of  hematogenous  origin.  The  bacillus-containing 
embolus  which,  by  way  of  the  circulation,  infects  the  prostate, 
may  just  as  well  have  come  from  a  focus  in  the  kidney,  or  the 
testis,  as  from  one  in  the  lung,  or  the  bones.  Thus  several  systems 
of  organs  may,  independently  of  each  other,  be  simultaneously 
infected  with  tuberculosis,  a  fact  which  is  of  importance  in  the 
question  of  an  ascent,  or  descent  of  the  infection.  In  addition  to 
the  hematogenous  form,  the  urogenital  organs  may  become  dis- 
eased by  means  of  a  contact  infection  along  the  canaliculi  or  the 
cavities.  Urine  containing  bacilli  from  the  kidneys,  or  sperma 
containing  bacilli  from  the  testes,  reaches  the  cross-ways  in  the 
posterior  urethra,  and  from  this  point  creepingly  infects  the 
neighboring  mucous  membranes,  the  ducts  of  the  glands,  and 
penetrates  into  the  glands.  The  third  possibility  is  that  of  the 
already  mentioned  congenital  disease.  Upon  the  question  whether 
the  infection  reaches  the  organs  by  ascent,  or  descent,  there  has 
been  a  difference  of  opinion  up  to  the  most  recent  times.  This 
wavering,  and  groping  here  and  there,  was  drastically  expressed 
even  at  the  30th  German  Congress  of  Surgery,  in  1901,  and  in 
Posner's  general  report  on  "  The  Paths  of  Infection  in  Uro- 
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genital  Tuberculosis."  For  the  decision  of  this  question  which  is 
so  important,  especially  for  therapy,  a  rich  and  positive  material 
of  facts  has  been  gained  by  anatomico-pathological  study  and 
animal  experiments  on  the  one  hand,  and  clinical,  therapeutical 
study  on  the  other.  On  the  one  hand  there  are  the  excellent  works 
of  Baumgarten  and  Kraemer,  as  well  as  that  of  P.  W.  Hasen,69 
and  the  older  ones  of  Heiberg  and  Simmonds;  on  the  other  the 
communications  and  statistics  of  v.  Bruhns,  Haas,  Simon, 
Berger,70  v.  Biingner,  Saxtorph,  Halle  and  Motz. 

In  the  first  place,  Baumgarten  and  Kraemer  succeeded  in 
proving,  in  rabbits  infected  with  bovine  tuberculosis,  that  in  infec- 
tion of  the  posterior  urethra,  bladder,  and  prostate,  the  process 
never  ascends  to  the  kidney,  or  descends  through  the  vas  deferens 
into  the  testes.  The  bacilli  of  Koch,  then,  do  not  wander  to  and 
fro  in  the  vas  deferens,  but  follow  the  current  of  the  physiological 
secretions. 

The  animals  experimented  on  lived  sufficiently  long,  in  part 
over  a  year,  and  many  became  affected  with  tuberculosis  of  other 
organs,  had  pulmonary  cavities,  etc.  But  if,  in  the  animal,  in 
spite  of  the  more  virulent  course  of  the  infection,  and  in  spite  of 
the  fact  that  the  path  is  anatomically  a  shorter  one  than  in  the 
human  being,  the  infection  never  travels  against  the  current,  then, 
in  the  presence  of  the  biological  identity  of  the  infectious  virus,  it 
is  to  be  assumed  that  this  law  must  hold  good  even  more  decidedly 
in  the  human  being.  Of  equally  great  interest  for  the  foregoing 
question  are  Llansen's  experiments  in  the  pathological  institute 
of  the  University  of  Copenhagen.  A  unilateral  renal  tuber- 
culosis was  brought  about,  in  rabbits,  whereupon,  since  tubercle 
bacilli  can  pass  through  the  renal  parenchyma,  these  were  fre- 
quently found  in  the  urine.  Very  seldom  ureteral  and  vesical 
tuberculosis  developed.  In  the  female  animal,  genital  tuber- 
culosis was  never  observed,  very  frequently  however,  in  the  male 
— 9  times  in  12  cases — and  particularly  then  when,  bv  means  of 
ligation  of  the  penis,  stagnation  of  the  urine  had  been  brought 
about.  Pathological  and  clinical  experience  teaches  us  that  pre- 
cisely the  same  conditions  exist  in  the  human  being.  As  soon  as 
the  ureter  was  ligated  beneath  the  affected  kidney,  genital  tuber- 
culosis never  developed.  All  these  points  speak  in  favor  of  a 
descent  of  the  tuberculous  infection.    In  another  series  of  experi- 
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merits  Hansen  saw  tuberculosis  of  the  prostate,  the  vasa  defer- 
entia,  and  the  utriculus  masculinus  develop  after  experimental 
infection  of  the  epididymis,  which  also  speaks  for  a  descent  of  the 
infection.  Now,  in  the  rabbit,  the  path  which  the  bacilli  must 
travel  is,  in  the  vas  deferens  as  well  as  in  the  ureter,  3  to  4  times 
shorter  than  in  the  human  being,  while  the  stream  of  secretion, 
at  least  in  the  ureter,  is  greater  in  quantity  and  intensity  in  the 
human  being  than  in  the  rabbit,  so  that  the  animal  presents  con- 
ditions far  more  favorable  to  an  intracanalicular  spread  of  the 
infection  than  does  the  human  being,  and  if,  at  the  same  time,  an 
ascent  of  the  process  is  never  observed,  then  we  must  find,  with 
Kramer,  that  it  is  justifiable  to  assume  the  same  to  be  true  for  the 
human  being.  In  the  case  of  the  seminal  current  the  conditions 
are  reserved,  but  in  the  period  of  puberty  and  full  sexual 
development,  the  most  favorable  period  for  initial  urogenital 
tuberculosis,  there  is  a  constant  current  of  semen,  which  is  usually 
maintained  until  old  age.  If  a  tuberculosis  of  the  epididymis 
have  developed,  the  pus  which  forms  there,  with  its  contained 
bacilli,  flows  upward,  as  a  result  of  the  vis  a  tergo,  in  a  well- 
marked  current.  Furthermore,  in  children  affected  with  tuber- 
culosis of  the  testis,  and  in  whom  the  seminal  flow  is  absent,  and 
the  vas  deferens  is  very  narrow,  we  find  the  seminal  vesicles  and 
prostate  affected  with  the  greatest  rarity.  In  5  1  cases  of  tuber- 
culosis of  the  testis,  in  children,  Kantorowicz  71  found,  in  only  2 
instances,  doubtful  affections  of  the  prostate.  We  shall,  there- 
fore, have  to  agree  with  Kramer's  view,  that  no  difference  in  prin- 
ciple exists  between  the  animal  experiments  and  the  analogous 
disease-processes  in  the  human  being. 

Kramer  undertook  to  investigate  whether  the  previously 
differently  interpreted  pathological  findings  may  not  be  brought 
to  agree  with  the  new  law,  and  succeeded  in  proving  this  to  be 
so,  without  distorting  the  findings.  In  part  these  are  also  pre- 
cisely similarly  considered  in  the  recent  articles  of  Heiberg, 
Saxtorph,  Halle  and  Motz.  Collinet  already  drew  attention  to 
the  fact  that  tuberculosis  of  the  prostate,  in  the  human  being,  is 
much  more  frequently  seen  as  a  sequel  of  a  renal  tuberculosis 
than  of  tuberculosis  of  the  testis.  Attention  must  again  be  drawn 
to  the  fact  that  the  kidney  and  prostate  are  quite  frequently  the 
only  diseased  organs,  and  that  tuberculosis  of  the  urinary  tract  is 
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frequently  associated  with  tuberculosis  of  the  prostate,  while  the 
epididymes  and  seminal  vesicles  are  fully  intact.  If  the  kidney 
and  bladder  are  simultaneously  diseased,  then  almost  everything 
speaks  in  favor  of  a  descent  of  the  infection  from  the  kidney  to 
the  bladder.  We  may  by  no  means  conclude,  from  the  fact  that, 
at  times,  the  tuberculous  changes  in  the  bladder  are  more  exten- 
sive than  in  the  kidney,  that  the  origin  of  the  disease  was  primary 
in  the  bladder.  The  most  extensive  lesions  are  by  no  means 
always  the  oldest.  We  frequently  find  only  one  pyramid,  one 
calix  diseased;  from  this  point  bacilli  constantly  reach  the  bladder, 
and  may,  there,  in  the  presence  of  predisposing  conditions,  bring 
about  very  intense  and  extensive  lesions. 

It  is  highly  improbable  that,  in  a  healthy  ureter,  the  infec- 
tion ascends  against  the  current  of  urine,  and  that  the  relatively 
large  tubercle  bacilli,  which  are  totally  devoid  of  any  motion  of 
their  own  and  are  purely  tissue-parasites,  should  be  carried 
against  the  current  of  the  secretions,  particularly  so  since  the 
stream  of  urine,  at  short  intervals,  strongly  flushes  the  ureters. 
For  similar  reasons  the  entrance  of  the  bacilli,  through  the 
urethra,  into  the  deeper  urogenital  passages,  is  improbable. 
Furthermore,  the  healthy  bladder  offers  few  chances  for  the 
bacillary  invasion  to  gain  a  foothold,  and  thus  the  fact  is 
explained  that  the  bladder  may  remain  intact  for  a  long  time, 
in  spite  of  a  long-standing  renal  tuberculosis,  and  in  spite  of  the 
presence  of  bacilli  in  the  urine  from  the  kidney.  If,  however, 
favoring  circumstances,  such  as  stagnation  and  inflammation, 
occur,  in  which  direction,  again,  gonorrhea  plays  an  important 
role,  then  the  bladder  very  soon  becomes  tuberculously  diseased. 
Even  if  we  wished  to  concede  to  the  believers  in  ascending  infec- 
tion that  the  kidney  may  be  secondarily  infected  from  a  primary 
vesical  tuberculosis,  then  the  fact  that  the  intensely  tuberculously 
diseased  bladder  empties  itself  very  completely,  at  short  inter- 
vals, would  speak  against  this,  and  finally,  assuming  the  possi- 
bility of  an  ascending  infection,  we  should,  from  time  to  time, 
see  cases  in  which,  while  the  vesical  portion  of  the  ureter  is  dis- 
eased, the  renal  pelvis  and  kidnev  are  not.  Such  cases,  however, 
have  never  been  seen.  The  fact  advanced  by  the  believers  in 
an  ascending  tuberculous  process,  that  renal  tuberculosis  in  the 
presence  of  genital  tuberculosis  is  more  frequent  in  males  than  in 
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females,  would,  furthermore,  speak  for  the  possibility  of  the 
tuberculous  process  ascending  to  the  kidneys.    That  would  be  all 
the  more  correct  if,  in  the  male,  the  tuberculous  infection  would 
spread  from  the  epididymis  through  the  vas  deferens,  the  pos- 
terior urethra  and  bladder  to  the  kidneys.    But  statistics  show 
that  this  supposedly  greater  frequency  of  renal  tuberculosis  in 
genital  tuberculosis  of  the  male  does  not  exist  at  all.    We  are 
indebted  to  Heller  for  a  very  valuable  series  of  examinations, 
which  were  made  by  Klieneberger  and  Koch,  in  the  pathological 
institute  in  Kiel.    The  one  gathered  54  cases  of  female,  the 
other  71  cases  of  male  urogenital  tuberculosis,  and  from  the  com- 
parison of  the  results  of  the  examinations  of  both,  we  find  that 
renal  tuberculosis  in  genital  tuberculosis  does  not  occur  more  fre- 
quently in  the  male  than  in  the  female.    Thus  ascending  renal 
tuberculosis  occurs  as  little  in  the  male  as  it  does  in  the  female, 
and  at  the  same  time,  as  Kramer  correctly  concludes  from  the 
above-mentioned  facts,  we  have  a  powerful  proof  against  the 
ascending  mode  of  infection  of  the  kidney.    But,  for  a  series  of 
cases,  the  belief  in  the  ascent  of  the  tuberculous  infection  justly 
exists;  for  this  we  have,  among  others,  the  word  of  J.  Israel,72 
who  has  observed  the  undoubted  ascent  of  vesical  tuberculosis  to 
the  kidney,  as  well  as  that  of  Albarran  also.    We  need  only  to 
think  of  conditions  of  stagnation,  for  instance,  as  a  result  of  gonor- 
rheal, or  traumatic  strictures,  in  which  the  ureters  are  frequently 
transformed  into  wide  tubes  with  flaccid  walls,  in  order  to  explain 
the  possibility  that,  in  a  severe  tuberculous  infection  (as  is  almost 
always  the  case  in  a  bladder  infected  from  the  genital  tract), 
enormously  increased  pressure-conditions  in  the  bladder  may,  in 
the  manner  advanced  in  the  articles  of  Lewin  and  Goldschmidt, 
force  a  column  of  urine  containing  bacilli  up  into  the  renal  pelvis 
(surgical  kidney).    Accompanying  this  there  may  be  abnormali- 
ties in  the  junction  of  the  ureter  and  renal  pelvis,  which  make  an 
outflow  more  difficult.     Almost  always,  in  advanced  cases  of 
vesical  tuberculosis,  there  are,  in  addition  to  the  tubercle  bacilli, 
other  pyogenic  bacteria  present,  which  favor  the  lodgment  of  the 
former  on  the  mucous  membrane  of  the  renal  pelvis.    In  this 
manner  we  might  conceive  the  always  infrequent  ascent  of  the  proc- 
ess, which  always  forms  an  exception  to  the  rule.    At  times  the 
ascent  of  the  infection  to  the  renal  pelvis  may  be  the  result  of  a 
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careless  examination.  It  has  been  observed  that,  through  cathe- 
terization of  the  healthy  ureter,  in  unilateral  renal  tuberculosis, 
for  the  purpose  of  getting  the  separate  urines,  the  previously 
healthy  kidney  was  infected  with  tuberculosis.  Such  examina- 
tions are,  therefore,  absolutely  contraindicated,  even  if  otherwise 
the  functional  examination  of  the  urine  is  rendered  impossible. 
In  those  cases  of  renal  tuberculosis  in  which  the  bladder  is  not  at 
all  diseased,  or  affected  only  on  one  side,  a  point  upon  which  the 
cystoscope  will  inform  us,  it  is  possible  to  obtain  the  urines  of 
both  kidneys  separately  and  most  exactly,  for  the  determination 
of  their  freezing  points,  by  means  of  the  separators  of  Luys  73 
and  Cathelin.74  The  writer  has  repeatedly  and  with  good  results 
employed  these  methods,  and  has  seen  their  results  corroborated 
by  the  findings  on  nephrectomy. 

If  we  carefully  trace  the  path  of  the  tuberculous  infection 
from  organ  to  organ,  we  can  almost  everywhere  recognize  that 
the  process  always  actually  descends  from  the  kidney  to  the 
bladder,  and  to  the  posterior  urethra  with  its  adnexa,  or  passes 
from  the  testis,  or  epididymis  to  the  urogenital  cross-road,  which 
latter  process,  taken  exactly,  is  also  a  descent.  It  would,  how- 
ever, go  beyond  the  bounds  of  this  discussion,  dedicated  to  therapy, 
to  bring  forward  the  proof  in  detail  for  every  tract  of  the  uro- 
genital system.  Kramer,  on  the  basis  of  his  and  Baumgarten's 
and  other  experiments,  of  therapeutic  results,  and  after  careful 
study  of  the  literature  of  the  subject,  has  sketched  the  path  of 
tuberculous  disease  in  the  urinary  and  genital  tracts  as  follows: 

1.  A  unilateral  renal  tuberculosis  is  most  frequently  of 
hematogenous  origin;  even  the  localization  of  the  process  in  the 
renal  pelvis  does  not  exclude  this  mode  of  infection.  The  tuber- 
culosis extends  to  the  ureter  of  the  same  side,  to  the  bladder — 
even  without  an  involvement  of  the  ureter — to  the  prostate 
(indirectly  to  the  seminal  vesicles?)  and  urethra.  A  direct  exten- 
sion to  the  other  kidney,  or  to  the  testes  is  impossible. 

2.  Should  the  second  kidney  also,  sooner  or  later,  become 
tuberculous,  then  it  also  has  become  hematogenously  infected,  if 
it  was  not  already  the  seat  of  congenital  disease. 

3.  A  unilateral  tuberculosis  of  the  testis  is  of  congenital, 
or  hematogenous  origin,  in  childhood  probably  from  the  peri- 
toneum, and  is  frequently  latent  for  a  long  time.    The  disease 
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may,  on  the  one  hand,  extend  to  the  body  of  the  testis;  on  the 
other  hand,  it  may  extend  to  the  vas  deferens  of  the  diseased  side, 
to  the  seminal  vesicles,  prostate,  even  to  the  bladder  and  urethra. 
Extension,  by  way  of  the  mucous  membrane,  to  the  second  testis, 
or  to  the  kidneys,  does  not  occur. 

4.  Tuberculosis  of  the  second  testis  occurs  in  the  same  way, 
or  it  may  originate  from  the  other  side  by  way  of  the  lymphatic 
channels. 

5.  Tuberculous  infections  of  the  seminal  vesicles,  prostate 
and  urinary  bladder  originate  almost  always  secondarily  from 
the  kidneys  and  testes,  possibly  without  involvement  of  these 
organs.  Or  they  are  independently  affected,  of  congenital,  or 
hematogenous  origin.  The  tuberculous  process  cannot  spread 
from  here,  either  by  way  of  the  vasa  deferentia  to  the  testes,  or 
by  way  of  the  ureters  to  the  kidneys. 

6.  For  the  combined  forms  of  urogenital  tuberculosis,  in 
whatever  variations,  the  same  laws  hold  good.  The  disease  either 
existed  here  and  there  in  a  latent  form,  or  the  organs  became 
infected  during  the  course  of  the  disease,  by  hematogenous,  or 
lymphogenous  routes,  or,  if  they  lie  further  down  the  stream, 
they  were  infected  by  the  germs  borne  by  the  current  of  secretion. 
Here  congenital  tuberculosis  may  play  a  greater  role  than  is 
usually  supposed. 

The  proof  of  the  correctness  of  this  law  of  Baumgarten  and 
Kramer  may  be  further  brought  by  the  results  achieved  in  the 
discussion  of  the  therapy  of  urogenital  tuberculosis  which  is  to  be 
taken  up  later. 

The  prognosis  of  urogenital  tuberculosis  is  always  grave. 
In  the  first  place,  it  usually  occurs  in  individuals  who  are  already 
more  or  less  severely  affected  with  pulmonary,  or  bone  tuber- 
culosis; furthermore,  the  cases  of  primary  appearance,  in  the  pro- 
topathic  sense,  always  occur  in  hereditarily  affected  and  predis- 
posed individuals.  In  addition,  therefore,  to  therapy  directed 
particularly  to  the  urogenital  tuberculosis,  we  must  always  pay 
the  greatest  attention  to  general  treatment.  It  is  self-understood 
that  the  severe,  organic  injuries  of  urogenital  tuberculosis  affect 
the  disease  of  the  lungs  in  the  most  unfavorable  sense.  We  have 
seen,  in  the  course  of  these  observations,  that  traumata,  inflam- 
mations, and  particularly  gonorrhea,  act  as  predisposing  influences 
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in  the  etiology  of  the  disease  under  discussion.  In  this  direction 
there  is  a  wide  and  favorable  field  of  utility  for  prophylaxis.  It 
is  necessary  to  pay  the  greatest  attention  to  a  gonorrhea  occurring 
in  the  person  of  a  tuberculous  individual,  or  one  only  predisposed 
to  tuberculosis.  In  these  cases,  much  less  than  usual,  should  the 
physician  be  satisfied  to  bring  about  only  a  disappearance  of  the 
gonococci,  by  means  of  antiseptics  and  astringents,  as  is  done  by 
the  Neisserian  School.  By  means  of  a  thorough,  mechanico- 
chemical  after-treatment,  all  post-gonorrheal,  anatomical  lesions 
should  be  most  carefully  determined  and  removed.  Infiltrations 
of  the  urethral  mucous  membrane ,  foci  of  softening  in  the  pros- 
tate gland,  and  most  particularly  those  infiltrations  after  epididy- 
mitis which  frequently  persist  for  so  long  a  time,  must  be 
brought  to  complete  cure  and  cicatrization,  since  just  these  form 
the  portals  through  which  the  tuberculous  process  gains  an 
entrance  into  the  urogenital  system;  they  are  the  most  favorable 
points  of  lodgement  for  the  propagation  of  the  infection. 

It  is  advisable,  in  every  tuberculous  individual  who  comes 
to  the  physician  because  of  some  other  disease  of  the  urogenital 
organs,  the  symptoms  of  which  do  not  apparently  point  to  tuber- 
culous disease,  to  suspect  the  possibility  of  tuberculosis,  and  to 
examine  most  carefully.  Frequently  rectal  palpation,  examina- 
tion of  the  testes,  and  urinalysis  will  reveal  conditions  which  had 
not  been  suspected.  Often  enough  the  cystoscope  will  reveal  a 
tuberculosis  of  the  bladder  and  the  kidneys,  although  clinical 
symptoms  are  hardly  noticeable.  This  is  particularly  true  in 
tuberculosis  of  the  bladder,  or  kidneys,  in  the  female,  who  so  fre- 
quently consults  the  physician  for  symptoms  supposedly  of 
gynecological  nature,  or  because  she  notices  slight  burning  on 
urination,  while  the  cause  of  these  symptoms  lies  in  a  tuberculosis 
of  the  urinary  tract.  After  a  thorough  examination  has  cleared 
up  the  case,  we  are  often  astounded  to  find,  upon  operation,  that, 
in  spite  of  the  minimal  clinical  symptoms,  there  is  often  extensive 
destruction  of  the  organs.  It  is  particularly  in  the  early  stages  of 
the  disease  that  the  therapy  of  urogenital  tuberculosis  offers  a 
prospect  of  success,  as  the  statistics  of  recent  years  show  us. 

[To  he  Concluded  ] 


THE  SYRINGE  VERSUS  THE  IRRIGATOR  IN 
GONORRHOEA. 


II. 

By  Ferd  C.  Valentine  M.D.,  and  Terry  M.  Townsend, 

M.D.,  New  York. 

{.Concluded.] 

1 8.  Horwitz  pursues  the  same  line  of  thought:  "A 
long  period  must  necessarily  elapse  before  he  (the  average  prac- 
titioner) becomes  acquainted  with  the  views  of  those  members 
of  the  Profession  who  are  most  competent  to  pass  judgment  upon 
this  subject."  Full  concurrence  with  the  opinion  implied  is  due 
Prof.  Horwitz  in  this  statement.  Modesty  prevents  claiming 
that  we  are  "  most  competent  to  pass  judgment  upon  the  subject." 
Without  implicating  other  and  better  members  of  the  Profession 
in  our  opinion,  it  may  be  permissible  to  point  only  to  the  past 
14  years  in  which  we  have  persistently  employed  the  method. 
Were  irrigations  dangerous,  inefficacious,  or  even  painful,  it  would 
be  difficult  to  persuade  patients  to  submit  to  them;  but  being 
neither,  the  patients  not  only  return  when  they  become  the  victims 
of  new  infections,  but  warmly  recommend  other  unfortunates  to 
follow  their  own  experience.  It  is  hardly  credible  that  the  public 
would  be  thus  misled  by  fantastic  claims.  Contrary  views,  how- 
ever competent  the  opponent  to  pass  judgement,  will  not  cause 
the  average  practitioner  to  desist  from  a  method  of  treatment 
which  proves  successful  in  his  hands. 

Horwitz  sums  up  the  experiences  of  the  advocates  of  irriga- 
tions and  the  opinions  of  its  foes.  He  certainly  does  so  impar- 
tially as  is  possible  for  a  man  with  honest  opposed  views.  His 
impressions,  however  must  be  subject  to  modification,  because  he 
accepts  as  facts,  statements  attributed  to  the  advocates,  by  their 
adversaries.  These  will  be  selected  from  the  authorities  he  quotes. 

19.  Thus  he  cites  Prof.  Robert  W.  Taylor's  most 
authoritative  work,  "  The  Practical  Treatise  on  Genito-Urinary 
and  Venereal  Diseases  and  Syphilis"  (p.  67):  "These  treat- 
ments certainly  cut  short  the  severe  symptoms  and  quite  promptly 
cause  the  purulent  discharge  to  become  mucopurulent.  These 
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cases  are  then  paraded  as  astonishing,  and  cases  presenting  them 
are  looked  upon  as  having  been  cured.  .  .  .  Many  patients 
thus  treated  .  .  .  consider  themselves  cured;  others  see 
that  they  are  really  not  cured  and  they  disappear,  and  their  cases 
are  registered  on  the  books  as  cured."  Even  at  the  risk  of 
appearing  presumptuous  to  such  a  learned  teacher  as  Prof.  Hor- 
witz  and  irreverent  to  a  gentleman  (Prof.  Taylor)  whose  erudi- 
tion and  age  command  respect,  we  are  constrained  to  deny,  posi- 
tively, that  any  honest  advocate  of  the  irrigation  treatment  has 
ever  "  paraded  as  cured  "  any  case  with  even  the  slightest  abnor- 
mal excess  of  urethral  secretion.  Furthermore,  we  deny  that  any 
honest  advocate  of  the  irrigation  treatment  has  ever  registered 
as  cured  any  patient  who  has  not  been  put  to  every  test  that 
modern  scientific  methods  demand.  To  obviate  reference  to  other 
writings  on  the  subject  on  part  of  the  reader,  we  will  merely 
sketch  here  the  methods  employed,  more  fully  detailed  else- 
where.3 The  steps  thereof  are  prefaced  by  the  words:  "To 
secure  a  patient,  who  no  longer  presents  any  tangible  evidences 
of  gonorrhoea,  against  auto-reinfection  and  possible  infection  of 
others,  no  case  should  be  dismissed  from  treatment  until  all  the 
tests  at  present  known  have  resulted  negatively  in  his  case."  It 
is  incomprehensible  how  this  emphatic  recommendation  can  be 
construed  into  "  parading  uncured  cases  as  cured,"  or  "  register- 
ing disappeared  cases  as  cured."  The  steps  advocated  as  unquali- 
fiedly necessary  (op.  cit.  p.  203  et  seq.)  before  dismissing  a  patient 
who,  after  a  gonorrhoea,  presents  no  evidence  whatever  of  disease, 
are : 

a.  Stripping  the  urethra,  preferably  before  the  patient  has 
passed  his  first  morning's  urine;  if  any  excess  of  urethral  secre- 
tion is  obtained  by  such  stripping,  to  make  microscopic  examina- 
tion and  cultures  thereof. 

b.  Even  if  the  first  urine  passed  in  the  morning  is  perfectly 
clear,  sedimenting  or  centrifuging  it  and  using  the  sediment  for 
microscopy  and  culture. 

c.  Ramonage  as  recommended  by  the  Master,  Guyon, 
whereby  adherent  secretions  are  carried  from  the  urethra  on  the 
shoulder  of  the  bougie-a-boule.    These  secretions  are  then  used 

3  The  Irrigation  Treatment  of  Gonorrhoea:  Its  Local  Complications  and 
Sequelae.    Wm.  Wood  &  Co.,  New  York,  p.  202  et  sequitur. 
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for  microscopy  and  culture.  If  ramonage  fails,  the  urethra  is 
curetted  with  a  sterilized  platinum  loop  as  advocated  by  Arthur 
Lewin  (Berlin)  and  the  specimen  obtained  used  as  above 
directed. 

d.  The  Kollmann  5-beaker  test  for  residual  posterior 
urethritis. 

e.  Expression-urine  (Posner)  obtained  by  causing  the 
patient  to  urinate  after  expressing  the  contents  of  the  prostate  and 
the  seminal  vesicles.  This  urine  is  then  treated  as  described, 
under  b. 

f.  The  juice  expressed  by  massage  of  the  prostate  and 
seminal  vesicles  is  used  for  cover-glass  smears  and  cultures. 

g.  The  beer-test  or  champagne  test,  which  is  likely  to  pro- 
duce a  recrudescence  of  discharge  in  some  cases.  The  presence 
or  absence  of  gonococci  therein  is  then  decided  by  microscopy  and 
culture. 

//.  Direct  irritation  by  injections  of  silver  nitrate  or  mer- 
curic bichloride  will  produce  a  discharge  available  for  microscopy 
and  culture. 

i.  The  condum  test  may  be  advised,  if  the  patient  cannot 
be  dissuaded  from  extra-marital  coitus,  and  the  contents  used  for 
microscopy  and  culture. 

;'.  Urethroscopy,  showing  no  abnormality. 

If  these  ten  tests,  made  at  proper  intervals,  and  with  all 
possible  precautions,  result  negatively,  it  seems  perfectly  fair  to 
consider  the  patient  cured,  as  far  as  now  known  modern  methods 
permit  such  opinion. 

Prof.  Taylor  therefore  acts  on  misinformation  in  saying: 
"  When  these  enthusiasts  are  asked  in  what  a  cure  consists,  they 
reply,  '  There  may  be  some  little  redness  of  the  mucous  membrane 
left  and  a  little  sticky  discharge,  but  the  patient  is  all  right.'  " 

No  enthusiast  for  the  irrigation  treatment  ever  claimed  that 
a  patient  was  cured,  unless  all  the  methods  above  sketched  were 
employed  and  proved  negative.  Consequently  Prof.  Horwitz 
has  been  misled  by  a  statement  Prof.  Taylor  had  been  deceived 
into  making. 

If  there  are  other  evidences  of  cure  than  those  mentioned, 
which  would  prove  satisfactory  to  the  objectors  to  the  irrigation 
treatment,  they  should  be  made  known  to  the  Profession,  pro  bono 
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publico.  Prof.  Taylor's  objections,  so  fully  quoted  by  Horwitz, 
would  require  more  space  than  now  can  be  allotted  them.  Having 
however  most  respectfully  offered  a  reply  to  his  cardinal  objection, 
the  others  may  be  left  to  logical  deduction. 

20.  Horwitz  quotes  Fuller  (Diseases  of  the  Genito- 
urinary System,  p.  182),  who  says:  "  Personally  I  advise  against 
irrigation  in  any  form  during  the  acute  stage  of  all  primary 
attacks  of  gonorrhoea.  It  can  be  used  with  advantage  some- 
times during  the  acute  stage  of  gonorrhoea,  in  individuals  who 
have  previously  had  the  disease  .  .  ."  Even  so  unques- 
tioned an  authority  as  is  Fuller,  correctly  quoted  as  such  by  the 
eminent  author  whose  work  is  now  under  discussion,  modifies  at 
least  in  a  measure  his  condemnation  of  irrigations.  When  how- 
ever in  the  same  quotation  of  Prof.  Fuller's  book,  he  is  shown  to 
suggest  that  irrigations  may  force  gonococci  into  the  seminal 
vesicles,  we  may  be  pardoned  for  objecting  on  anatomical  and 
clinical  grounds.  We  are  glad,  however,  to  fully  agree  with  Prof. 
Fuller  when  at  the  conclusion  of  the  above  quotation,  he  urges 
that  irrigations  must  be  "  used  most  guardedly."  By  this  warn- 
ing he  places  irrigations  where  they  belong,  in  the  hands  of  men 
who  will  use  them  as  guardedly  as  they  do  any  other  methods  in 
any  other  disease. 

21.  We  regret  that  the  necessary  confines  of  this  paper 
preclude  further  discussing  Horwitz's  citations  of  authori- 
ties inimical  to  the  irrigation  treatment.  It  does  not  appear  at 
all  clear  however,  that  Prof.  Zeissl  {Journal  of  Dermatology, 
March,  1902)  though  included  in  the  list,  is  an  opponent  to  the 
irrigation  treatment.  The  words  cited  seem  to  convey  rather  that 
he  was  at  that  time  not  prepared  to  discuss  the  curability  of 
urethritis. 

22.  It  seems  necessary  to  halt  at  Horwitz's  excerpt 
from  the  paper  of  Dr.  Robert  Holmes  Greene  (Journal  of 
the  A  merican  Medical  Association,  Nov.  9,  1901)  who  says: 
"•  •  •  as  one  of  the  advocates  of  recurrent  irrigations  sug- 
gests, the  gonococcus  can  be  knocked  off  the  walls  of  the  urethra 
and  washed  out  at  the  same  time."  Far  be  it  from  us  to  suggest 
that  Dr.  Greene  evolved  such  an  absurdity  from  his  inner  con- 
sciousness. But  using  it  as  a  wholesale  condemnation  of  all  who 
are  successful  in  the  irrigation  treatment  of  gonorrhoea,  it  would 
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be  a  requisite  to  fairness  that  he  give  his  authority  for  the  silly 
remark,  lest  he  and  other  serious  men  be  discredited  by  the  repeti- 
tion. In  the  same  quotation  Dr.  Greene  presents  that  those  who 
use  irrigations  consider  "  acute  urethritis  an  ephemeral  disease, 
capable  of  being  cured  in  a  very  few  days."  No  one,  even  with 
most  rudimentary  ideas  of  the  irrigation  treatment  ever  mentioned 
acute  urethritis  as  "  an  ephemeral  disease."  Dr.  Greene's  infer- 
ence, therefore,  can  be  due  only  to  the  successes  obtained  by  those 
who  irrigate  in  gonorrhoea  and  thus  reduce  the  duration  of  the 
disease. 

The  other  quotations  by  Horwitz  from  the  writings  of 
Cabot,  Lydston,  Post,  Hayden,  Morton,  Hyde  and  Montgomery 
and  personal  communications  of  Loux,  MacGowan  and  Martin 
do  not  unqualifiedly  condemn  irrigations. 

23.  The  citations  from  Sturgis,  who  is  also  quoted  ex- 
tensively, contain  no  word  upon  the  question  of  treatment,  but 
emphasize  not  only  the  local  gravity  of  gonorrhoea,  but  also  its 
dangers  to  other  remote  organs.  As  a  true  picture  of  the  perils 
of  gonorrhoea  Sturgis'  warnings  cannot  be  too  often  quoted. 

24.  It  is  but  fitting,  however,  that  Prof.  Horwitz's 
paper,  rather  than  the  assertions  of  the  authorities  he  quotes, 
should  command  our  attention.  On  page  20  of  the  article 
from  which  we  are  quoting,  this  author  states  that  the  reports  on 
the  irrigation  treatment  decided  him  to  give  it  a  fair  and  im- 
partial trial.  He  ends  this  paragraph  ..."  the  treatment 
was  tried  in  a  large  number  of  cases  and  resulted  in  our  abandon- 
ing it  as  unsatisfactory  and  dangerous,  and  we  now  have  the  satis- 
faction of  seeing  the  trend  of  professional  opinion  gradually  re- 
turning to  the  stand  we  originally  held." 

It  is  perfectly  true  that  any  and  every  new  proposal  for  the 
treatment  of  gonorrhoea  must  be  met  by  the  apprehension,  that  it 
will  be  no  improvement  on  past  experience.  Therefore  it  is  not 
surprising  that  even  so  unbiased  a  mind  as  that  of  Prof.  Horwitz 
began  the  trial  of  the  irrigation  treatment  with  the  preconceptions 
above  avowed.  The  senior  writer  hereof  does  not  hesitate  to  con- 
fess that  when  he  first  saw  irrigations  employed  he  could  not  but 
look  on  with  a  species  of  surprise  at  what  seemed  a  ruthless  pro- 
cedure. His  first  observation  was  that  the  patients  in  the  dex- 
trous hands  of  Janet  suffered  no  pain;  he  daily  studied  for  four 
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months  the  other  results  reported  and,  though  not  having  come 
to  scoff,  he  remained  to  praise.  The  same  mental  condition  pre- 
vailed when  Ernst  R.  W.  Frank,  Arthur  Lewin  and  others  veri- 
fied the  Parisian  experience.  The  result  was  not,  as  in  Prof. 
Horwitz's  case,  a  "  return  to  the  stand  orginally  held." 

25.  Prof.  Horwitz  continues:  "Unfortunately  the  disease 
is  just  as  common  now  as  heretofore,  runs  precisely  the 
same  course,  and  lasts  the  same  length  of  time;  complications 
are  numerous  and  as  severe  as  in  the  past  and  cases  of  obstinate 
chronic  urethritis  more  frequent,  if  anything,  than  heretofore." 
The  connection  in  which  this  paragraph  is  placed,  would  make  it 
appear  to  a  superficial  reader  that  Prof.  Horwitz  attributes  this 
state  of  affairs  to  the  irrigation  treatment.  Naturally  he  cannot 
mean  this,  first  because  all  physicians  do  not  as  yet  employ  it,  and 
many  will  be  deterred  from  even  studying  the  method,  when  such 
authorities  as  Professor  Fuller  and  Profesor  Horwitz  de- 
nounce it.  However,  since  Professor  Horwitz  published 
the  able  paper  under  consideration,  efforts  have  been  made  to  as- 
certain from  instrument  manufacturers  how  many  Valentine  ure- 
thral and  intravesical  irrigators  they  had  sold.  The  device  not 
being  patented  or  even  registered,  has  "  sole  and  original  manu- 
facturers "  all  over  the  country.  There  are  besides  numerous 
complications  of  the  apparatus  made  under  the  name  of  one  per- 
son's or  another's  modification  thereof.  Our  inquiries,  unfor- 
tunately, have  yielded  scant  information.  The  manufacturers, 
possibly  with  visions  of  claims  for  infringement,  have  remained 
singularly  silent.  Consequently  it  is  impossible  to  even  approxi- 
mately estimate  the  number  of  these  irrigators  in  use.  Equally 
is  it  impossible  to  form  any  idea  of  the  number  of  the  complica- 
tions of  this  apparatus  that  have  been  foisted  upon  the  Profession 
as  improvements  or  original  inventions. 

But  however  many  irrigators  in  proper  use,  these  could  not 
by  any  chance  contribute  to  the  increase  of  cases  of  gonorrhoea,  its 
complications  or  sequelae.  That  an  ever-increasing  number  of 
these  have  come  under  Prof.  Horowitz's  observation  in  the  past 
twenty  years,  is  logically  due  to  the  merited  increase  of  his  practice 
and  ever-growing  reputation,  and  not  to  the  popularization  of  the 
irrigator. 

26.  It    seems    unfortunate    that    Prof.    Horwitz  quotes 
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the  ancient  phrase  that  "  an  individual  who  convalesces  from 
an  attack  of  specific  urethritis,  without  any  complications,  in 
the  course  of  six  weeks  may  consider  himself  very  fortunate." 
The  statement  is  made  without  regard  to  the  duration  of  the 
attack  before  coming  for  treatment,  consequently  it  appears  to 
embrace  all  forms  of  gonorrhoea.  The  individual  with  uncom- 
plicated chronic  anterior  gonorrhoea,  if  such  a  disease  exists,  would 
certainly  be  fortunate  if  cured  in  six  times  six  weeks.  But  Frank  4 
has  shown  that  when  gonococci  persist  in  a  discharge  five  days 
after  the  inception  of  treatment,  the  prostate  or  seminal  vesicles  or 
both,  will  be  found  involved.  If  the  patient  comes  to  a  practi- 
tioner who  uses  irrigations  intelligently  and  without  preconcep- 
tion, before  the  adnexa  have  become  involved,  they  are  safe  from 
invasion.  This  naturally  also  entails  upon  the  patient  strict 
adherence  to  the  precautions  he  must  observe. 

27.  Prof.  Horwitz  quotes  Woodruff's  comments 5  on 
Vogel's  statistics  "  who  found  that  in  the  military  hos- 
pitals of  Munich  before  1882  the  average  duration  of  acute 
gonorrhoea  was  forty-five  days.  .  .  .  After  1896  when  the 
use  of  silver  nitrate,  potassium  permanganate  and  protargol  was 
introduced,  the  average  was  forty-two  days."  This  certainly  is 
not  a  good  showing  for  the  use  of  these  drugs  by  injection.  We 
are  not  prepared  to  explain  why  Prof.  Horwitz  quotes  only  from 
the  introduction  of  Woodruff's  paper,  and  makes  not  even  the 
slightest  allusion  to  the  brilliant  results  he  attained  by  irrigations. 

28.  The  kev  to  Prof.  Horwitz's  opposition  to  the 
irrigation  treatment  seems  to  rest  in  the  fact  that  "  the  last 
vearlv  report  of  the  Jefferson  Medical  College  Hospital  shows  that 
an  average  of  715  cases  of  urethritis  are  treated  annually  in  the 
out-patient  genito-urinary  clinic  of  that  institution."  These  figures 
may  be  subjected  to  a  simple  computation.  Assuming  that 
each  patient  is  cured  within  the  first  series  of  eleven  days  as 
prepared  by  Janet,  he  must  have  been  given  two  irrigations  daily 
on  the  first  four  days,  an  irrigation  daily  on  the  following  three 
days,  and  two  irrigations  daily  on  the  last  four  days.  The  total 
hereof  is  nineteen  irrigations,  for  each  of  the  patients.     For  715 

4  E.  R.  W.  Frank.    "  Gonorrhoea  of  the  Prostate."    Medical  New,  April  26,  '02. 

5  Major  C.  E.  Woodruff,  M.D.,  U.  S.  A.  "  The  Treatment  of  Gonorrhoea  with 
Frequent  Irrigations  of  Hot  Decinormal  Salt  Solution.'-  Medical  Record,  March 
16,  1 901. 


SYRINGE  VS.  IRRIGATOR 


447 


cases  in  the  year,  this  would  make  13,585  irrigations.  The  aver- 
age time  required  for  taking  the  history,  macroscopic  examination 
of  the  discharge,  macroscopic  inspection  of  the  urine,  preparation 
of  the  solution  as  decided  by  these  very  superficial  steps,  and  care- 
ful, deliberate  irrigation,  is  fifteen  minutes.  Consequently  the 
715  patients  if  so  crassly  treated  consumed  3396}  hours.  The 
entire  year  consists  of  8760  hours.  Although  it  is  impossible  to 
conceive  that  Prof.  Horwitz  would  treat  so  grave  a  disease,  heed- 
ing only  the  perfunctory  examinations  above  mentioned,  even  this 
would  require  more  than  two-fifths  of  his  working  and  resting 
hours  throughout  the  year.  But  it  is  well  known  that  Prof.  Hor- 
witz has  an  immense  private  practice,  a  large  hospital  service,  and 
devotes  time  to  the  preparation  of  most  excellent  and  instructive 
contributions  to  medical  literature.  In  this  connection  thought 
must  also  be  given  to  his  lectures  at  the  Jefferson  Medical  College. 
The  man  of  innate  talent  and  deep  learning  must  submit  to  being 
over-worked;  medical  societies  throughout  our  country  call  him 
everywhere  to  address  them,  thus  increasing  his  labors.  At  all 
these  occasions  Prof.  Horwitz's  ability  for  immense  work  is  the 
subject  of  confessed  envy. 

The  foregoing  demonstrates  that  if  Prof.  Horwitz  devoted 
two  hours  daily  for  365  days  in  the  year  to  the  irrigation  treat- 
ment of  gonorrhoea  alone,  he  would  be  personally  able  to  conduct 
but  eight  cases  each  day,  a  total  of  2920  per  year.  But  as  shown 
above,  13,585  irrigations  were  needed  to  manage  the  715  cases; 
this  would  leave  10,665  irrigations  to  be  performed  by  others. 
Assuming  the  impossible  proposition  that  Prof.  Horwitz  has  at  all 
times  two  assistants  fully  as  competent,  as  cautious,  as  dextrous,  as 
skillful,  as  painstaking  as  is  he,  together  with  these  men  he  could 
not  in  the  same  space  of  time  perform  more  than  8760  irrigations, 
leaving  still  4825  irrigations  to  be  performed  by  students,  whose 
delicacy  of  technique  is  naturally  still  in  the  developmental  stage. 
They  see  the  cleanness,  and  dextrous,  painless  ease  with  which 
experienced  men  perform  irrigations;  as  is  usual,  this  appears  to 
the  inexperienced  only  as  fortiter  in  re;  but  the  necessity  for  sua- 
viter  in  modo  they  can  appreciate  only  with  time.  Before  that 
time,  as  all  who  teach  irrigations  must  testify,  the  occurrence  of 
the  conditions  Prof.  Horwitz  depicts  inevitably  present.  He 
says : 

29.  "  In  many  cases  the  irrigation  was  attended  by  pain 
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and  discomfort  on  part  of  the  patient,  and  in  a  few  cases 
slight  hemorrhage  followed  the  treatment.  Prostatitis,  seminal 
vesiculitis,  and  epididymitis  frequently  followed  lavage,  and  in  a 
small  number  of  individuals  a  severe  form  of  acute  posterior  ure- 
thritis developed  shortly  after  irrigation,  so  that  the  treatment 
had  to  be  discontinued.  ...  In  some  instances  individuals 
refused  to  permit  further  treatment  after  the  first  irrigations." 
It  is  perfectly  safe  to  assume  that  none  of  these  untoward  results 
obtained,  when  Prof.  Horwitz  or  one  of  his  skilled  assistants  per- 
formed the  irrigations.  If  this  assumption  is  incorrect,  we  must 
confess  ourselves  completely  nonplussed  by  Prof.  Horwitz's  fail- 
ures, in  the  light  of  our  personal  experience. 

The  remainder  of  Prof.  Horwitz's  paper  has  been  discussed 
in  commenting  on  the  citations  he  makes  from  other  authors. 

30.  Although  in  the  body  of  his  article  Prof.  Horwitz 
mentions  conditions  in  which  he  advises  irrigations,  he  offers  at 
its  end  seven  conclusions,  all  condemnatory  of  the  method.  These 
conclusions,  with  no  part  of  his  article,  have  been  reproduced  in 
many  journals.  They  have  also  been  printed  in  a  booklet  issued 
by  a  firm  which  manufactures  a  proprietary  preparation  that  is 
asserted  to  cure  all  forms  of  gonorrhoea.  For  such  use  of  his 
words  Prof.  Horwitz  can  in  no  wise  be  held  responsible.  The 
firm  evidently  needed  the  value  of  his  name  to  persuade  those 
practitioners  who  get  their  "  education  "  from  advertising  cir- 
culars. We  confess  that  on  learning  of  the  success  of  Prof.  Hor- 
witz and  other  prominent  specialists,  with  that  preparation,  we 
ordered  a  pound  thereof.  On  the  day  it  reached  us,  two  new 
patients  chanced  to  present  themselves.  Both  had  been  treated 
by  this  remedy  and  entered  on  the  books  of  eminent  specialists  as 
cured.  One  had  been  discharged  eight  days  before  and  the  other 
ten  days  previous  to  coming  to  us.  Both  had  a  copious  greenish 
yellow  recrudescence,  replete  with  gonococci.  Both  were  sub- 
jected to  the  irrigation  treatment;  one  recovered  in  twenty  days 
the  other  in  twenty-four  days.  This  occurred  two  years  ago. 
Neither  has  had  a  recrudescence;  both  have  since  married  and 
each  has  procreated  a  child,  without  infecting  his  wife.  They 
stand  recorded  among  the  cases  cured  by  the  preparation  to  adver- 
tise which  Prof.  Horwitz's  conclusions  were  used.  It  did  not 
cure  them;  irrigations  did. 
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Other  eminent  men  have  written  papers  and  supplied  their 
books  with  chapters  denouncing  the  irrigation  treatment  and  in- 
voking condemnation  upon  those  who  succeed  with  it.  Obedience 
to  the  demands  of  space,  and  not  want  of  respect  for  these 
authors,  causes  us  to  limit  ourselves  to  the  remarks  of  Professor 
Fuller  and  Professor  Horwitz,  which  cover  all  the  arguments 
presented  by  the  other  notable  opponents. 

One  authority  however,  is  recorded  as  unqualifiedly  denounc- 
ing irrigations,  in  the  brief,  telling,  following  words:  "  Tuttle  G 
condemned  Valentine's  apparatus  for  irrigations  of  the  urethra, 
considering  it  dangerous  from  its  causing  distention  of  the  ducts, 
thus  carrying  infection  up  to  the  vesicles." 

Coming  with  the  name  of  Prof.  Tuttle  this  paragraph  natu- 
rally was  copied  by  many  medical  journals  in  this  country  and 
abroad.  The  wide  circulation  thus  given  the  statement  as  coming 
from  an  author  known  to  be  exceedingly  exact  and  cautious, 
doubtless  deterred  many  colleagues  from  availing  themselves  of 
the  irrigation  treatment. 

Inquiry  from  Prof.  Tuttle  for  a  more  precise  statement  of 
his  position,  led  him  to  kindly  permit  us  to  copy  from  the  paper 
the  only  words  therein  that  refer  to  irrigations:  "  Seminal  vesic- 
ulitis has  been  rare  in  my  experience  in  cases  which  have  not  been 
subjected  to  instrumentation  or  forcible  irrigation  of  the  posterior 
urethra.  In  one  of  the  cases  recently  seen  the  attack  came  on 
during  a  course  of  treatment  by  irrigation  with  the  Valentine 
apparatus."  There  is  no  way  for  accounting  for  the  difference 
between  what  Prof.  Tuttle  said  and  the  statement  attributed  to 
him,  except  perhaps  by  the  haste  that  sometimes  causes  a  reporter's 
pen  to  slip,  especially  during  a  very  busy  season. 

If  Professor  Tuttle  from  his  words  could  be  recorded  as  con- 
demning irrigations,  completeness  would  oblige  reporting  him  as 
condemning  urethral  instrumentation  as  well.  But  he  did  neither 
the  one  nor  the  other.  He  simply  condemned  forcible  instrumen- 
tation and  forcible  irrigation.  That  he  saw  one  case  following 
irrigation  with  the  Valentine  apparatus,  arouses  the  inevitable 
assumption  that  in  that  irrigation  violence  was  used,  if  excluding 

r'  James  P.  Tuttle.  "  Acute  Vesiculitis  with  Special  Reference  to  Treatment." 
Report  of  Second  Session  of  American  Association  of  Gemto-Urinary  Surgeons. 
American  Medicine,  May  30,  1903. 
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the  possibility  that  the  vesiculitis  existed  before  the  irrigations 
were  begun.  But,  assuming  that  the  case  of  vesiculitis  reported 
by  Tuttle  distinctly  had  been  caused  by  urethral  irrigation,  it 
would  be  the  only  one  on  record  in  the  hundreds  of  thousands  of 
patients  treated  by  irrigations.  In  this  sense  too.  then,  irrigations 
in  gonorrhoea  are  immeasurably  safer,  and  superior  to  all  other 
forms  of  treatment  that  have  been  proposed. 


The  preceding  sketch  is  not  offered  as  a  contribution  to 
Science.  It  has  no  pretense  beyond  an  endeavor  to  reply  to  cer- 
tain misapprehensions  that  have  arisen  and  which,  being  repeated 
by  known  and  justly  appreciated  authorities,  have  grown  to  be  con- 
sidered as  their  dogmatic  statements.  This  fact  may  cause  dis- 
repute to  be  attached  to  thus  far  the  best  method  of  treating 
gonorrhoea,  to  the  detriment  of  suffering  humanity  and  the 
Profession. 

With  the  distinct  understanding,  therefore,  that  no  disre- 
spect is  intended  to  the  eminent  gentlemen  herein  quoted,  it  seems 
proper  to  submit  some  conclusions,  based  upon  very  extensive  per- 
sonal experience  and  observation  of  the  results  attained  by  others, 
as  well  as  ourselves,  with  the  irrigation  treatment. 

Concisely  stated,  the  position  we  hold  is : 

1.  Even  the  mildest  manifestation  of  gonorrhoea,  spells 
a  dangerous  disease  to  the  patient,  his  wife,  his  children  and  the 
community. 

2.  No  honest  conscientious  advocate  of  the  irrigation 
treatment  of  gonorrhoea  ever  claimed  that  a  patient  was  cured, 
before  all  the  tests  which  present  Science  demands  (briefly 
sketched  under  paragraph  19  of  this  paper)  have  shown  the  per- 
manent absence  of  gonococci. 

3.  No  honest  advocates  of  the  irrigation  treatment  ever 
made  the  preposterous,  unscientific  assertions  quoted  as  coming 
from  them. 

4.  All  advocates  of  the  irrigation  treatment  insist  and 
repeat  and  incessantly  reiterate  that  the  irrigation  treament,  like 
any  other  treatment,  is  positively  dangerous,  unless  employed  with 
caution,  tact  and  gentleness. 

5.  The    immense    numbers    of    gonorrhoeas  successfully 
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treated  by  irrigations,  owe  their  recovery  to  the  operators'  gentle- 
ness and  judgment. 

6.  Unbiased  exhaustive  trials,  carefully  conducted  on  a 
large  scale,  with  each  new  drug  advocated  for  the  cure  of  gonor- 
rhoea, have  invariably  caused  us  to  return  to  the  irrigation 
treatment. 

7.  The  technique  of  irrigations  is  not  so  difficult  to  ac- 
quire, but  their  successful  employment  requires  the  same  scrupu- 
lous attention  to  details  that  is  demanded  by  every  other  remedial 
measure  in  any  other  disease. 

8.  The  choice  of  drugs  used  in  irrigating  solutions  is 
not  limited  to  potassium  permanganate,  silver  nitrate  or  mercuric 
bichloride,  but  is  governed  by  the  needs  of  each  case. 

9.  The  guides  for  the  selection  of  drugs  and  the 
strength  of  the  solutions  employed  are,  the  condition  of  the  dis- 
charge, the  microscopic  and  cultural  results,  the  character  of  the 
urine,  and  such  involvements  of  the  major  and  minor  adnexa  as 
may  exist. 

10.  Chronic  gonorrhoea  is  always  dependent  upon  infil- 
tration of  the  urethral  mucosa,  involvement  of  the  urethral 
crypts,  glands  and  follicles  or  invasion  of  Cowper's  glands,  the 
prostate  or  seminal  vesicles  or  all  these;  therefore  treatment  of 
these  extensions  of  the  disease  is  necessary  in  conjunction  with 
irrigations. 

11.  When  a  patient  with  acute  anterior  gonorrhoea 
comes  under  treatment  before  the  adnexa  are  involved,  he  will 
escape  complications,  if  irrigations  are  cautiously,  skillfully,  gently 
and  judiciously  employed. 

12.  No  other  form  of  treatment  will  relieve  pain  and 
reduce  discharge  as  quickly  as  do  properly  administered  irriga- 
tions. 

13.  Those  who  desire  to  have  occular  demonstration 
of  the  effects  of  carefully  administered  irrigations,  are  invited 
to  observe  as  many  cases,  as  they  wish,  from  the  beginning  of 
treatment  to  its  end. 

14.  Such  observations  will  show  them  that  by  irri- 
gations, pain  is  promptly  arrested,  discharge  reduced,  the  course 
of  the  disease  abbreviated  and  complications  and  sequela?  avoided. 


SOME  UNTOWARD  RESULTS  OF  PERINEAL 
PROSTATECTOMY. 


II. 

George  S.  Whiteside,  M.D.,  Portland,  Ore. 

[Concluded.] 

DR.  MURPHY'S  cases  (series  B),  have  been  already  ably 
reported  in  detail.3  His  article  may  then  be  summarized 
as  follows : 

30%  may  be  considered  absolutely  good  results. 

40%  may  be  considered  improved. 
8%  may  be  considered  as  his  mortality. 
Twenty-two  per  cent,  were  either  suprapubic  operations,  or  have 
not  been  heard  from  as  to  true  end  results.    Sixteen  cases,  or  about 
30%,  are  not  only  living,  but  after  a  sufficient  period — a  year  or 
more,  they  are  well  and  proclaim  the  operation  a  great  success. 

Four  deaths,  one  of  pneumonia,  one  of  acute  endocarditis 
and  cerebral  embolism,  one  of  shock.  This  case  was  not  a  very 
favorable  one  for  operation  and  was  complicated  by  vesical  stone 
and  one  died  of  uraemia,  a  week  after  leaving  the  hospital.  This 
gives  a  total  mortality  of  8c/c,  since  it  seems  probable  that  no  one 
of  these  four  men  would  have  died,  when  he  did  die,  if  he  had  had 
no  operation  of  any  kind.  On  the  other  hand,  it  is  onlv  fair  to 
say  that  life  while  enduring  pain  and  discomfort  may  not  be  very 
desirable;  it  may  be  that  these  four  men  are  better  dead  than  liv- 
ing as  they  were  before  the  operation. 

The  cases  showing  partial  benefit  from  the  operation  are 
twenty  in  number.  As  an  "  end  result,"  that  is,  at  the  expiration 
of  a  year  or  more  after  the  operation,  they  have  all  had,  or  have 
trouble  of  some  kind.  Thirteen  have  frequency,  some  of  them 
pain,  and  some  have  been  obliged  to  resort  to  the  catheter.  Eight 
have  persistent  perineal  sinuses,  one  had  incomplete  urinary  con- 
trol, one  rectal  fistula,  which  necessitated  another  operation,  but 
finally  recovered  perfectly.  One  had  a  vesical  calculus  which 
was  removed  by  suprapubic  incision,  some  time  after  prostatec- 
tomy. Of  the  sequellae  here  noted,  the  two  most  usual  are  fre- 
quency and  urinary  fistula.    It  is  unfortunate  that  25';  of  this 

:!  Journal  of  the  American  Medical  Association,  May  28,  1904. 

452 


PERINEAL  PROSTATECTOMY  453 


whole  series  of  fifty-one  cases  should  still  he  obliged  to  pass  urine 
every  two  hours  or  oftener  during  the  day  and  rise  at  night 
besides.  These,  presumably,  were  their  chief  complaints  before 
operation  and  they  cannot  be  said  to  be  complete  cures.  Dr. 
Murphy  calls  attention  to  the  fact  that  after  prostatectomy,  by 
the  method  he  usually  employs,  the  sexual  function  is  lost  in 
almost  every  case.  This  result  has  been  reported  also  by  other 
operators. 

It  is  interesting  to  note  that  the  percentage  of  absolutely 
favorable  results  is  nearly  the  same  in  series  A  and  series  B, 
namely,  32%  and  30%.  The  percentage  of  improved  but  not 
perfectly  satisfactory  results  are  not  far  apart  either.  Series  A, 
3270  and  series  B,  40%.  The  mortality  differs;  series  A,  20% 
and  B,  8%.  However,  22%  of  Dr.  Murphy's  cases  could  not  be 
found  to  examine  a  year  or  more  after  leaving  the  hospital. 
Some  of  these  were  undoubtedly  dead,  others  were  simply  irre- 
sponsible, vagrant,  hospital  patients  who  could  not  be  located 
when  wanted. 

The  next  series  (C)  consists  of  one  hundred  and  fifty  cases 
reported  by  Young,  of  Baltimore,  and  Goodfellow,  of  San  Fran- 
cisco, seventy-five  each.4  5  Dr.  Young  gives  a  mortality  of  5% 
and  Goodfellow  almost  2% — considerably  lower  than  series  A  and 
B.  Dr.  Goodfellow  elsewhere  reports  three  cases  of  syphilis  of 
the  prostate  0  mistaken  and  operated  for  simple  hypertrophy  and 
also  states  that  four  cases  (among  his  seventy-five  referred  to) 
have  been  afterwards  proved  to  be  cancer.  This  gives  8%  incor- 
rectly diagnosticated  by  a  surgeon  of  very  wide  experience. 

Dr.  Young  writes  me  under  date  of  March  20th,  1905, 
"  that  incontinence  of  urine  and  stricture  at  the  bladder  neck  prac- 
tically have  never  occurred  in  my  cases.  I  have  no  immediate 
deaths,  and  none  really  that  were  due  to  the  operation.  Four 
remote  deaths  in  now  eighty-five  cases. 

"  In  the  last  forty-five  cases,  in  which  I  have  been  careful  to 
draw  the  levator  ani  muscles  together  in  front  of  the  rectum  with 
a  single  catgut  suture,  there  has  been  no  trouble  with  the  rectum. 
As  regards  sexual  powers,  I  am  receiving  every  now  and  then 

■*  Annuls  of  Surgery,  April,  1905. 

5  Journal  o)  the  American  Medical  Association,  Nov.  12,  1904. 
8  Journal  A.  M.  A.,  Nov.  12,  1904. 
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letters  from  patients  who  were  impotent  after  the  operation,  and 
who  are  now  pleased  to  find  that  their  sexual  powers  have  re- 
turned. So  that  I  am  becoming  more  and  more  convinced  of 
being  able  to  preserve  the  sexual  powers  in  a  great  majority  of 
cases." 

The  difference  in  mortality,  as  I  said,  is  very  marked  and 
beyond  that  it  is  difficult  to  analyze  series  C  for  our  present  pur- 
pose. Nearly  one-half  the  cases  are  reported  too  soon  after 
operation  to  be  sure  the  result  given  is  a  permanent  and  lasting 
one.  From  the  perusal  of  published  articles  it  is  impossible  to 
learn  why  Dr.  Goodfellow  has  y/c  mortality,  Dr.  Young  5%, 
Dr.  Murphy  8%  and  various  operators  contributing  to  series  A, 
20%.  Perhaps  the  lower  mortality  is  due  to  greater  skill  and 
experience  as  an  operator  and  somewhat  too  in  choosing  cases  for 
operation.  The  average  is  not  much  better  than  that  given  by 
Dr.  Belfield  in  Morrow's  text-book  twelve  years  ago. 

Dr.  Hugh  Cabot,  of  Boston,  published  in  the  Boston  Medi- 
cal and  Surgical  Journal,  April  28th,  1904,  a  short  paper  in  which 
he  reviews  the  results  of  prostatectomy,  by  either  the  suprapubic 
or  perineal  or  combined  routes,  during  the  years  of  1892  to  1902, 
at  the  Massachusetts  General  Hospital.  He  gives  results  as 
follows : 

Well  after  a  year  or  more,  44%. 
Relieved  after  a  year  or  more,  24%. 
The  same  or  worse,  15%. 
Mortality,  17%. 

Of  course  it  is  not  quite  fair  to  compare  these  results  with 
those  of  total  perineal  prostatectomy,  especially  when  done  by 
an  experienced  specialist,  since  the  methods  of  operating  have 
been  greatly  improved,  but  Dr.  Cabot's  figures  are  suggestive  and 
very  interesting. 

We  may  say  that  we  have  now  examined  the  reports  from 
238  cases  collected  from  many  sources.  I  think  we  may  safely 
state : 

1.  Perineal  prostatectomy  is  considered  by  the  majority  of 
surgeons  the  best  operation  in  most  cases  in  spite  of  the  excellent 
results  reported  by  Fuller,  Lilienthal,  Freyer,  and  many  others. 
This  is  fully  discussed  by  Pitcher  in  a  recent  article.7 

"  Annals  of  Surgery,  April,  1905. 
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2.  Immediate  deaths  result  from  sepsis,  shock,  cardiac  dis- 
ease, pneumonia  and  uraemia.  Remote  deaths  from  cancer 
cachexia,  pyo-nephrosis,  uraemia,  embolism,  and  the  result  of  sec- 
ondary operations  to  overcome  defects  left  by  the  first. 

3.  Absolutely  good  results  occur  in  about  30 9r  of  all  cases 
operated. 

4.  Sequela?  are  numerous  and  troublesome.  They  include 
rectal  fistula,  urinary  sinus,  abscess,  stricture  at  the  bladder  neck, 
incontinence,  frequency  or  micturition,  residual  urine,  epididy- 
mitis, sexual  impotence,  cystitis,  vesical  calculus,  and  urinary  tuber- 
culosis. 

5.  Mistakes  in  diagnosis  are  not  uncommon  even  in  the  ex- 
perience of  the  most  skillful.  Carcinoma,  sarcoma  and  syphilis 
have  all  proved  stumbling  blocks. 

Is  this  as  good  as  the  enthusiasm  of  a  few  would  lead  us  to 
suppose?  Let  us  think  it  over  from  the  patient's  standpoint.  If 
you  yourself  suffered  from  frequency,  tenesmus  or  even  had  been 
forced  to  lead  a  catheter  life,  would  you  eagerly  embrace  an 
operation  offering  you  a  30%  chance  of  cure  and  a  7%,  or  more, 
chance  of  death,  and,  more  important  still,  a  50%  chance  that  you 
would  be  no  better  but  have  only  exchanged  one  urinary  difficulty 
for  another?  You,  probably  understanding  these  figures,  would 
risk  death  and  be  operated,  but  you  would  consider  the  operation 
a  very  serious  one  and  the  outcome  doubtful.  It  is  wrong  to  per- 
suade ourselves  or  our  patients  that  it  is  easy,  safe  and  sure  to 
cure.  Let  us  not  be  led  by  a  medical  enthusiasm,  but  by  facts  and 
common  sense.  Above  all  let  us  report  our  cases  late  as  well  as 
early,  and  not  deceive  ourselves  in  regard  to  mortality  or  unto- 
ward results. 


A  FURTHER  REPORT  OF  TWENTY-TWO  CASES  OF  PROSTATECTOMY 

The  following  cases  were  collected  since  writing  the  article 
I  read  at  the  American  Urological  Association  meeting  in  Port- 
land, July  11,  1905.  As  will  be  seen  by  the  details  given,  8  of 
the  22  cases  have  been  reported  too  soon  after  the  operation. 
However,  the  other  14  cases  are  valuable  as  showing  true  end 
results.  The  cases  are  from  several  different  sources  and  so  do 
not  represent  the  work  of  any  one  man,  but  all  of  the  operators 


456       AMERICAN  JOURNAL  OF  UROLOGY 


are  men  of  skill,  honesty,  judgment  and  ripe  experience.  One  of 
them  is  one  of  the  foremost  genito-urinary  surgeons  in  America. 

Case  i.  Age  sixty-seven.  Frequency  five  years.  Cathe- 
ter at  intervals  for  two  years.  One  week  complete  retention. 
Large  prostate.  Operation:  perineal  prostatectomy,  April, 
1901.  Result,  December,  1902:  General  health  good.  Some 
incontinence  during  day.  None  during  night.  Urination  three 
to  four  hours.    No  residual. 

Case  2.  Age  seventy-three.  Frequency  ten  months.  Six 
weeks'  acute  retention,  practically  complete.  Operation:  perineal 
prostatectomy,  April,  1904.  Result,  May,  1905:  Reports  by 
letter  that  he  is  entirely  well. 

Case  3.  Age  seventy.  Five  months'  acute  retention. 
Small  hard  prostate.  Residual  2±  ounces.  Operation:  perineal 
prostatectomy,  April,  1904.  Result,  June,  1904:  Complete 
control.  Urination  five  to  six  hours.  Once  at  night.  Bladder 
holds  9  ounces.    No  residual. 

Case  4.  Age  sixty.  Frequency  two  years.  Six  months' 
great  frequency,  followed  by  overflow  of  the  bladder.  Five 
months'  acute  retention.  Residual  26  ounces.  Slightly  enlarged 
prostate.  Operation:  perineal  prostatectomy,  May,  1902.  Re- 
sult, April,  1903:  Gained  20  pounds  in  weight.  Urination 
every  two  hours.  Good  control.  Leakage  of  one  ounce  through 
perineal  fistula.  Rises  three  times  during  the  night.  Urine 
clear.    No  residual. 

Case  5.  Age  sixty-four.  Frequency  five  years.  Catheter 
once  a  day  for  two  years.  Complete  retention  six  weeks.  Mod- 
erate sized  prostate.  Operation:  perineal  prostatectomy,  March, 
1904.  Result,  April,  1905:  Re-entered  with  a  cystitis.  Small 
stone  crushed.    No  residual.    Slight  frequency,  due  to  cystitis. 

Case  6.  Age  sixty.  Frequency  four  years.  Of  late, 
catheter.  Large  prostate.  Operation:  perineal  prostatectomy, 
May,  1902.  Result:  perineal  and  recto-vesical  fistula.  Became 
insane.  Died,  April,  1903.  Autopsy:  fistulous  opening  in  per- 
ineum 2.5  cm.  in  transverse  diameter,  with  induration  round  about 
it.  Bladder  wall  is  hypertrophied,  1.5  cm.  thick.  Mucous 
membrane  is  of  a  dirty  grayish  black  color.  Bladder  contains 
three  well-formed  stones  and  a  large  quantity  of  concretions 
(phosphatic)  mixed  with  pus.    A  portion  of  the  prostate  appears 
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within  the  bladder.  From  the  front  of  the  bladder  and  the  pros- 
tatic portion  of  the  urethra  are  two  fistulous  openings,  one  to 
the  perineum  and  one  to  the  rectum.  Right  ureter  is  enlarged 
and  full  of  pus;  left  throughout  enlarged  to  size  of  the  index 
finger,  walls  thickened.  Kidneys:  capsules  slightly  adherent. 
Cortices  slightly  thin.  Lining  membrane  of  pelves  slightly  thick- 
ened and  inflamed.  Few  concretions  in  right  pelvis.  Some 
small  pus  foci  in  both  kidneys,  more  in  left. 

Case  7.  Age  seventy-one.  Frequency  twelve  years.  In- 
termittent retention  for  eight  years.  Now  frequency  every  fifteen 
minutes;  much  pain.  Large  prostate.  Operation:  perineal 
prostatectomy,  May,  1904.  Result:  no  residual.  No  sinus. 
No  incontinence. 

Case  8.  Age  sixty-four.  Retention  three  years  ago. 
Catheter  for  two  years.  Three  months,  double  epididymitis  and 
since.  Moderate  prostate.  Operation :  perineal  prostatectomy, 
February,  1904.  Result,  March,  1905:  Urine  three  to  four 
hours.    No  leakage.    Up  once  in  night.    No  residual. 

Case  9.  Age  fifty-seven.  Frequency  two  months.  Reten- 
tion eleven  days.  Moderate  prostate.  Operation :  perineal 
prostatectomy,  June,  1904.  Result,  July,  1904:  no  residual. 
No  sinus.    Good  control. 

Case  10.  Age  seventy-three.  Retention  three  weeks. 
Large  prostate.  Operation:  perineal  prostatectomy,  February, 
1904.  Result,  March,  1905  :  up  once  at  night.  Residual  two 
drams.    Sexual  power  "  as  good  as  ever." 

Case  ii.  Age  sixty-eight.  Frequency  two  years.  Now 
urinates  every  ten  to  fifteen  minutes;  increasing.  Large  prostate. 
Operation :  perineal  prostatectomy,  April,  1904.  One  month. 
Residual  i4  ounces.  Slight  leakage.  Results,  May,  1905: 
Well.    No  leakage.    No  frequency. 

Case  12.  Age  fifty-six.  Frequency  seven  years.  Lately, 
catheter;  increasing  pain.  Moderately  enlarged  prostate. 
Operation:  perineal  prostatectomy,  February,  1904.  Results, 
1905:  no  residual.    Sleeps  all  night.    Excellent  result. 

Case  13.  Age  fifty-three.  Frequency  eleven  years.  Cathe- 
ter one  year.  Residual  fifteen  ounces.  Prostate  moderate, 
April,  1904.  Operation:  perineal  prostatectomy.  Result:  one 
month.     Residual  six  ounces. 
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Case  14.  Age  seventy-two.  Frequency  for  six  months. 
Acute  retention.  Considerable  residual.  Moderate  prostate. 
Operation:  perineal  prostatectomy,  April,  1904.  Result:  one 
month.    Four  ounces  residual. 

Case  15.  Age  sixty-five.  Retention  six  days.  Large 
prostate.  Operation:  perineal  prostatectomy,  June,  1904.  Re- 
sult, June,  1904:  no  residual.  Slight  leakage.  No  "  end  result  " 
obtainable. 

Case  16.  Age  sixty-three.  Frequency  two  years.  Reten- 
tion one  year  (three  times).  Moderate  prostate.  Operation: 
perineal  prostatectomy,  August,  1901.  October,  1902,  urination 
free.    When  overheld  slight  dribbling.     Result:  no  residual. 

CASE  17.  Age  seventy-five.  Frequency  two  years,  and 
dribbling  ten  days;  every  half  hour  overflow.  Moderate  pros- 
tate. Operation:  perineal  prostatectomy,  July,  1904.  Result, 
July,  1904:  some  perineal  leakage.  No  residual.  Good  condi- 
tion.   Not  heard  from  since. 

Case  18.  Age  eighty.  Retention  six  months.  Retention 
two  days  ago.  Hemorrhagic  cystitis.  Operation :  perineal  pros- 
tatectomy, July,  1902.  Result:  rectum  torn.  Died  in  six  hours 
of  shock  and  hemorrhage. 

Case  19.  Age  not  stated.  Frequency  one  and  one-half 
years.  Catheter  four  months.  December,  1903.  Suprapubic 
removal  of  third  lobe.  Symptoms  not  relieved.  Moderate  pros- 
tate. Operation:  perineal  prostatectomy,  April,  1904.  Result, 
February,  1905:    Wretched  condition.    Urethro-rectal  fistula. 

Case  20.  Age  sixty-two.  Two  previous  Bottini  opera- 
tions. Some  relief.  Large  prostate.  Operation :  perineal  pros- 
tatectomy, April,  1903.  Result,  June,  1903:  wound  solid.  No 
incontinence.    Not  heard  from  later. 

Case  21.  Age  fifty-nine.  Frequency  seven  years.  Over- 
flow two  years.  Then  retention.  Slightly  enlarged  prostate. 
Operation:  perineal  prostatectomy,  March,  1904.  Result,  one 
month:  no  residual.  No  leakage.  September,  1904,  urine  ten 
to  twelve  times  in  twenty-four  hours.  Residual  two  ounces.  Died 
of  intercurrent  disease.    No  autopsy. 

Case  22.  Age  fifty-seven.  Frequency  one  year.  Resi- 
dual eleven  ounces.  Operation,  March,  1901  :  Suprapubic 
prostatectomy  with  perineal  drainage.  September,  1901.  Supra- 
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pubic  fistula  still  open.  Suprapubic  lithotomy.  Result,  April, 
1902:  no  voluntary  urination.  Operation:  perineal  prostatec- 
tomy, April,  1905.  Result:  some  incontinence  during  the  day. 
None  during  the  night.  Urine  clear.  No  residual.  Urethra 
takes  No.  25  sounds. 

It  will  be  seen  in  these  cases  that  the  results  obtained  bear 
out  very  closely  my  former  statements  from  the  other  series  re- 
ferred to  and  also  Dr.  Murphy's  series.  The  summary  below 
will  aid  in  drawing  conclusions: 

Deaths:  Immediate — Case  18 — about  15%  mortality.  Re- 
mote— Cases  6  and  21 — about  ioc/c  mortality. 

Perfectly  satisfactory  results,  five  cases — 25%. 

Partially  satisfactory  results,  three  cases — 14%. 

Condition  of  patient  distinctly  worse,  one  case — about  5%. 

Among  the  untoward  consequences  we  find: 

Incontinence — three  cases. 

Residual  urine — one  case. 

Fistula  (perineal) — one  case. 

Frequency  (every  two  hours  or  oftener) — two  cases. 
Recto-vesical  fistula — two  cases. 

Condition  satisfactory,  but  reported  too  soon — four  cases. 
Condition  not  satisfactory  and  reported  too  soon — three 

cases. 

Among  the  happy  consequences  we  may  note  that  even  par- 
tially successful  cases,  in  which  a  fistula,  frequency,  residual  or 
slight  incontinence  exists,  the  patients  have  often  improved  mark- 
edly in  their  general  health  and  condition.  Such  are  represented 
by  cases  No.  4,  with  a  fistula  and  frequency,  but  has  gained  twenty 
pounds,  and  No.  5  stone-litholapoxy.    But  has  no  residual. 

Such  cases  are  valuable  and  bear  out,  as  I  said  above,  the 
statements  made  before  the  Urological  Association. 

422  Marquam  Block,  Portland,  Ore.,  July,  iqoj. 
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Causes  of  Failure  in  the  Treatment  of  Gonorrhea. — Prof.  Finger.  (Wiener 
klinische  Rundschau,  April  24  and  May  1,  1904.) 

In  an  acute  gonorrhea  the  inflammatory  process  begins  near  the  meatus  and 
gradually  spreads  backwards.  The  longer  the  process  is  undisturbed  the  firmer 
footing  it  gets.    How,  then,  can  an  expectant  treatment  be  justified? 

The  gonococci  should  be  destroyed  at  once  by  the  newer  silver  preparations. 
When  the  discharge  has  ceased,  we  are  not  able  to  determine  that  the  disease  has 
been  eradicated  from  the  deeper  structures.  Even  after  repeated  miscroscopical 
examinations  have  failed  to  detect  the  presence  of  gonococci,  injections  should  be 
made  every  eight  hours,  and  at  least  before  going  to  bed  and  arising  in  the  morn- 
ing to  be  on  the  safe  side. 

Exciting  French  novels  keep  the  genital  organs  congested.  The  least  harmful 
form  of  exercise  is  gentle  walking. 

Eighty  to  ninety  per  cent,  of  the  cases  which  last  longer  than  two  to  three 
weeks  have  an  infection  of  the  posterior  urethra.  If  first  and  second  glasses  are 
cloudy,  posterior  urethritis  is  present.  Many  cases  of  so-called  latent  gonorrhea 
are  caused  by  gonorrheal  prostatitis. 

Important  to  determine  when  posterior  urethritis  is  present.  If  patient  has  no 
discharge  as  long  as  injection  is  used,  but  has  one  as  soon  as  injection  is  stopped, 
then  the  posterior  urethra  has  become  infected. 

Gumma  of  the  Ciliary  Body. — Dr.  H.  Campbell  Highet.  (Jour,  of  Malaya 
Branch  of  Brit.  Med.  Asso.,  January,  1904,  p.  68.) 

According  to  Berger  only  five  cases  of  gumma  in  the  ciliary  body  have  been 
reported  up  till  1892.  Mauthner,  Woinow,  Arlt,  Ayres,  and  Panas  respectively 
have  reported  a  case. 

The  case  reported  is  very  typical.  A  gumma  of  the  ciliary  body  usually 
appears  in  one  to  three  and  a  half  years  after  the  appearance  of  the  initial  lesion. 
It  is  generally  preceded  by  iritis  as  in  this  case.  The  number  of  gummata  has 
varied  in  the  former  cases  from  one  to  five  in  each  case.  In  this  case  there  were 
three  gummata.  The  resulting  bulging  of  the  sclera  may  increase  and  give  rise  to 
opacity  of  the  neighboring  parts  of  the  cornea,  as  in  the  case  now  reported. 

Treatment. — In  this  case  a  smart  purge  was  given,  and  a  quarter  of  a  grain  of 
calomel  combined  with  opium  was  given  every  three  hours. 

Prognosis. — With  good  treatment  a  fairly  useful  organ  may  remain. 

Benign  Villous  Tumor  of  the  Renal  Pelvis;  Hemothorax;  Nephrectomy; 
Recovery. — Drs.  H.  Savory  and  W.  Gifford.  (Lancet,  December  17,  1904, 
p.  1699.) 

Previously  forty-nine  cases  of  villous  tumor  of  the  renal  pelvis  have  been 
reported.    The  complete  list  of  references  are  given. 
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A  man,  aged  thirty-eight  years,  had  attacks  of  what  he  called  colic  (1899-1903). 
In  1901  hematuria  first  noticed.  Bleeding  and  pain  were  aggravated  by  exertion. 
During  1903  attacks  of  pain  and  hematuria  became  very  frequent,  after  exertion, 
but  no  villous  fragments  could  be  discovered  in  the  urine. 

On  November  8  an  exploratory  operation  was  performed  upon  the  right 
kidney  by  the  lumbar  method.  Kidney  was  much  enlarged,  measuring  9  to  10 
inches  from  above  downwards.  Near  its  upper  end  a  soft  spot  was  found  and  when 
this  accidentally  opened  masses  of  blood  clot,  both  old  and  recent,  exuded.  Sev- 
eral handfuls  of  this  were  removed  and  some  villous-like  growth  was  found  in  it 
which  suggested  malignant  disease.  The  kidney  was  removed,  and  can  now  be 
seen  in  the  museum  of  the  Royal  College  of  Surgeons  of  England. 

Microscopical  section  showed  a  simple  villous  papilloma. 

Stone  in  the  Kidney.    A.  Bethan  Robinson.    {Brit.  Med.  Jour.,  December  24, 
1904,  p.  1 88 1.) 

A  woman  who  had  come  from  India,  where  stone  is  extremely  common,  had  a 
calculus  large  enough  to  form  a  very  definite  abdominal  tumor.  The  calculous 
material  completely  filled  the  pelvis  and  calices,  and  the  extremely  thinned  cortex 
was  simply  riddled  with  gritty  particles.  The  calculus  weighed  42  grams,  and 
consisted  of  a  nucleus  of  lamina  of  oxalate  of  lime  with  a  very  thick  coating  of 
phosphates  on  the  outside;  the  part  in  the  pelvis  had  a  well-marked  extension  into 
the  mouth  of  the  ureter. 

The  three  most  important  symptoms  pointing  to  renal  calculus  are:  pain, 
attacks  of  renal  colic  and  hematuria.  In  a  large  proportion  of  cases  all  these 
symptoms  are  not  present  together,  the  only  one  being  anything  like  constant  is 
pain. 

The  use  of  X-rays  as  a  means  of  diagnosis  is  of  very  doubtful  value. 
The  best  method  of  removing  a  renal  calculus  is  through  a  lumbar  incision, 
and,  of  course,  behind  the  peritoneum. 

"  Die  idiopathische  akute  Pyelitis  bei  Schwangeren."  Haberlin.  (Muench. 
med.  W ochenschr.,  February  2,  1904.) 
The  author  reports  upon  eight  cases  of  acute,  idiopathic  pyelitis  during  preg- 
nancy, of  which  six  were  moderately  mild,  and  two  severe,  and  gives  the  report 
of  one  in  detail.  All  of  his  cases  recovered  in  from  one  to  two  weeks,  and  none 
has  shown  any  remaining  symptoms,  or  a  return  thereof.  Therapy  is  expectative. 
A  suitable  position  in  bed;  relief  (by  pessary,  or  tampon)  of  the  pressure  of  the 
foetal  head  upon  the  ureters;  free  exhibition  of  fluids — milk,  water,  tea,  mineral 
waters;  the  internal  use  of  disinfectants  (urotropin,  salol).  For  the  rest,  symp- 
tomatic treatment.    If  the  pain  is  very  severe,  he  recommends  the  use  of  morphine. 

"  Die   Bedeutung   des   Abschlusses   der   hinteren   Harnroehre   gegen  die 
vordere    fuer    die    Parxis    der    Urethralen    Injectionen."  Lucke. 
[Muenchener  medizinische  Wochenschrift,  January  12,  1904.) 
L.  draws  attention  to  the  fact  that  the  separation  of  the  posterior  urethra  from 
the  anterior  by  the  external  sphincter,  is  weak  and  incomplete,  and  particularly 
inefficient  in  the  use  of  long  injections. 

"  Ueber  den  Gebrauch  des  Methylenblau  zur  Diagnose  der  Erkrankungen 
der  Harnwege."    Fischer.    (Muench.  med.  Wochenschr.,  April  5,  1904.) 
After  going  over  well-known  ground,  in  the  discussion  of  the  utility  of  the 
internal   administration   of  methylene  blue,   in   the   diagnosis  of  diseases  of  the 
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genito-urinary  tract,  Fischer  relates  the  following  interesting  case:  In  a  twenty-eight- 
year-old  male,  a  round  tumor  appeared  near  the  middle  of  the  abdomen,  deep-seated, 
and  impossible  to  connect  with  other  organs.  As  it  grew,  and  caused  unpleasant 
symptoms,  it  was  laid  bare,  by  a  laparotomy,  and  drained.  It  was  regarded  as  a 
pancreatic  cyst,  although  the  secretion  gave  nothing  characteristic.  It  had  no 
urinous  odor.  After  the  patient  had  taken  0.5  gm.  of  methylene  blue,  the  fluid  of 
the  cystic  growth  went  through  the  same  color  variations  as  the  urine  obtained 
from  the  bladder,  and  F.  was  thus  enabled  to  make  the  diagnosis  of  a  hvdro- 
nephrosis. 


BOOK  REVIEW 

Diseases  of  Society  and  Degeneracy.    Lydston.  {Lippincott.) 

Lydston  has  laid  the  foundations  for  a  new  school  of  criminology  in  this  book; 
a  sane  school  based  on  humane  principles  and  scientific  lines,  the  result  of  much 
deep  study  and  painstaking  investigation.  In  the  main  one  needs  must  agree  with 
Lydston's  views  of  degeneracy  and  the  causative  factors  in  the  production  of  much 
of  the  crime  of  the  world.  They  are  broad-minded  and  logical  and  are  the  more 
refreshing  because  there  is  an  entire  lack  of  that  sloppy  sentiment  with  which 
society  is  prone  to  enwrap  the  criminal  and  the  degenerate.  Usually  such  works  as 
this  are  palpably  guilty  of  dryness.  Lydston  has  taken  pains  to  provide  an  alibi  for 
his  book  by  dipping  his  pen  deep  into  the  well-springs  of  caustic  comment  and 
stinging  satire.  Those  lymphatic  males  who  preach  a  short  life  and  a  long  damna- 
tion and  who  feed  the  world's  under-dogs  tracts  and  solemn  songs  will  roll  their 
eyes  and  regret  Lydston's  activity  in  puncturing  their  beautiful  bubbles  of  a  benefi- 
cent brotherhood.  Nevertheless,  whatever  may  be  the  opinion  of  the  cheerless 
charity-chaser,  the  adoption  of  Lydston's  suggested  remedies  would  do  much  to 
bring  the  immature  criminal  into  closer  touch  with  society,  and  the  dangers  of  a 
practical  "  touch  "  to  society  would  be  materially  lessened. 

Quite  interesting  is  the  chapter  on  the  chemistry  of  social  disease.  This  phase 
of  the  subject  is  original  with  the  author  and  deals  with  autotoxemias,  narcotics 
and  alcohol,  and  the  influence  of  drugs,  dope  and  disease  on  the  individual.  Alco- 
hol he  epigrammatically  terms  a  vice-producing  disease  and  a  disease-producing 
vice  and  suggests  municipal  lock-hospitals  for  the  reception  of  drunkards. 

In  so  brief  a  review  it  is  wholly  impossible  to  do  so  excellent  a  work  full  jus- 
tice. The  professional  reformer,  amateur  sociologist  and  the  shepherds  of  flocks 
would  do  well  to  read  it.  It  would  show  them  how  narrow  and  bigoted  are  their 
views  of  life ;  how  boneless  are  their  theories.  More,  it  would  strip  naked  their 
smug  charity  of  its  self-esteem  and  show  it  to  them  in  all  its  gelatinous,  emascu- 
lated impotence. 

The  book  is  a  splendid  work,  yet  the  chapter  on  anarchy,  tearfully  tender  and  ap- 
proaching carelessly  close  to  a  false  sense  of  martyr-worship,  mars  it.  It  has  the  same 
effect  that  would  be  produced  by  mounting  a  peerless  pearl  in  a  setting  of  brass. 
Yet,  we  must  forgive  Lydston  his  fads  and  overlook  a  momentary  straying  into  the 
flowery  fields  of  his    fertile  fancy,  for  he  has  given  us  a  genuinely  valuable  study. 
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THE  PRESENT-DAY  STATUS  OF  TUBERCULOSIS  OF 
THE  MALE  GENITAL  ORGANS.1 

IV 

By  Dr.  Ernst  R.  W.  Frank,  Berlin. 

Translated  from  the  German  by  Frederick  Bierhoff,  M.D.,  New  York. 

[Concluded] 

CLINICALLY,  too,  tuberculous  processes  of  single  urogen- 
ital organs  have  been  seen  to  heal;  in  this  direction  we  are 
reminded  of  the  calcification  described  by  Broca,  and  the 
sequestration  of  the  tuberculous  prostate,  observed  by  Marwedel. 
The  writer  has  observed  a  case  of  completely  healed  vesical  tuber- 
culosis. But  the  connective  tissue  processes  may  retain  virulent 
bacilli  in  their  interior  for  a  long  period  of  time,  and  these,  if 
brought  into  activity  by  some  insult,  again  bring  about  all  the 
dangers  which  are  connected  with  tuberculosis  of  the  urogenital 
organs.  The  sword  of  Damocles  of  a  miliary  tuberculosis  always 
hangs  over  such  patients,  and,  as  Simmonds  has  observed  in  a  series 
of  cases,  of  a  tuberculous  meningitis.  In  sixty  autopsies  upon 
males  suffering  with  urogenital  tuberculosis,  Simmonds  found 
cerebral  and  meningeal  miliary  tuberculosis  in  nineteen  instances, 
or  in  one-third  of  the  cases.  How  large  the  number  is  will  be  seen 
from  the  further  fact,  obtained  by  Simmonds  from  the  statistics, 
that  about  5  per  cent,  of  all  phthisical  men  die  of  tuberculous 
meningitis.  Simmonds  found  the  starting-point  of  these  tuber- 
culous meningitides  to  be  particularly  frequent  in  cheesy  foci 
in  the  testis,  and  it  could  be  determined,  from  the  preceding  his- 
tory, that  nodules  which  had  persisted  for  years  in  the  epididymis 
had  suddenly  led  to  cheesy  degeneration  and  meningitis. 

If  we  have  to  deal  with  a  really  primary  tuberculosis  of  the 
uropoietic  system,  and  if  the  general  condition  is  good,  we  may  try 
an  anti-tuberculous — medicamento-hygienic  treatment,  which  is 

1  Begun  in  the  June  number  of  the  American  Journal  of  Urology. 
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to  be  carried  out  with  all  the  means  at  our  disposal.  A  lengthy 
stay  on  the  shores  of  the  Baltic  Sea  is  particularly  to  be  recom- 
mended. Up  to  the  present,  no  favorable  results  from  the  use  of 
tuberculin  are  known;  recently  Rorig  and  Kriiger  have  reported 
good  results  from  the  use  of  Kleb's  Tuberculocidin.  At  this  time 
instrumental  interference  should  be  avoided,  since  we  cannot  get 
at  the  foci  which  lie  in  the  depths,  and  subject  the  patients  to  the 
danger  of  a  secondary  infection.  We  must  bear  this  danger  in 
mind  in  all  such  cases,  as  in  vesical  tuberculosis,  where  the  use  of 
instruments  is  unavoidable.  The  medicinal  treatment  requires  the 
most  careful  and  constant  supervision.  If  the  tuberculous  process 
shows  even  the  slightest  tendency  to  extend,  if  the  general  condi- 
tion grows  worse,  if  the  co-existing  pulmonary  phthisis  is  unfavor- 
ably influenced,  then  we  must  seek  to  forestall  the  destructive 
activity  of  the  tuberculous  process  by  early  and  most  radical  sur- 
gical measures.  Only  in  case  the  tuberculous  process  is  already  in 
a  too  far  advanced  stage,  may  we  omit  surgical  interference.  But 
even  in  the  latest,  severest  stages  of  urogenital  tuberculosis,  sur- 
gical interference  may,  at  times,  be  of  benefit,  and  may  ease  his 
condition  of  torture.  This  is  particularly  the  case  with  large 
subvesical  and  prostatic  caverns.  By  opening  these,  through  the 
perineum,  with  subsequent  drainage,  we  allow  the  stagnating  urine 
to  flow  off,  and  prevent  secondary  infection,  and  the  miliary  tuber- 
culosis which  often  has  its  starting  point  here. 

The  therapy  of  tuberculosis  of  the  anterior  urethra  has  been 
considered  in  the  observations  upon  the  pathology  and  clinical 
svmptoms  of  this  condition.  The  non-surgical  treatment  of  tuber- 
culosis of  the  posterior  urethra  is  the  same  as  that  of  tuber- 
culosis of  the  bladder.  The  internal  administration  of  carbonate 
of  Guaiacol  Ichthyol,  Guaiasanol  and  Guyon's  Creosote-Iodo- 
form-Arsenic  pills,  and  local  treatment  with  Gomenol  oil.  Sub- 
lamin  in  the  form  of  instillations  as  recommended  by  Guyon,  Iodo- 
form emulsions,  careful  irrigations  with  1  :  5000  solution  of 
Hvdrargvum  Oxycyanate,  are  indicated  to  cause  the  pains  and  the 
frequency  of  urination  to  disappear.  If,  at  the  same  time,  the 
hematuria  and  the  pyuria  disappear,  then  we  are  encouraged  to 
continue  the  internal  and  local*  treatment.  Isolated  vesical  ulcers 
can,  where  the  mucous  membrane  is  otherwise  intact,  be  success- 
fullv  treated  with  the  cautery  of  the  operation-cystoscope.  Irritat- 
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ing  agents,  such  as  Nitrate  of  Silver,  Sulphate  of  Copper  and 
Formalin,  are  absolutely  to  be  avoided.  The  treatment  must 
always  be  of  a  mild  character.  The  occurrence  of  secondary 
infection  is  to  be  avoided  by  the  employment  of  the  most  care- 
ful antiseptics  in  all  necessary  procedures  such  as  the  introduc- 
tion of  catheters  and  instillators.  The  rule  of  conduct  for 
therapeutic  measures  is  always,  in  vesical  tuberculosis,  set  by 
the  pathological  fact  that  the  bladder  becomes  tuberculously 
infected  either  by  the  descent  of  the  infection  from  the  kidney, 
or  by  its  ascent  from  the  genital  glands.  Ascending  infection 
of  the  kidney  from  the  bladder  is  an  exception.  Saxtorph 
lays  particular  stress  upon  the  fact  that  a  surgical  operation, 
in  vesical  tuberculosis,  is  only  then  justified  when  the  cause  and 
manner  of  the  secondary  vesical  affection  are  perfectly  clear,  and 
when  the  deleterious  effect  of  these  causes  upon  the  bladder  has 
been  previously  removed.  If  this  is  not  the  case,  or  it  is  impossible 
to  clear  up  these  points,  then  every  interference  is  useless,  "  un 
coup  d'epee  dans  l'eau."  Whether  the  vesical  infection  extended 
from  the  kidney,  or  from  the  testis,  we  may  recognize  cystoscopi- 
cally  in  the  fact  that  the  former  is  usually  localized  on  the  ureteral 
papilla,  the  latter  on  the  floor  of  the  bladder,  in  the  neighborhood 
of  the  internal  orifice.  The  first  mentioned  is  the  more  frequent. 
Israel  found  the  bladder  diseased  in  half  of  all  the  cases  of  primary 
renal  tuberculosis  operated  upon  by  him.  The  only  therapy  in  these 
cases  is  immediate  nephrectomy,  combined,  if  necessary,  with  ure- 
terectomy. It  is  a  presupposition,  however,  that  the  other  kidney 
must  be  intact,  or  that  it  possesses  a  sufficient  functionating  capa- 
city if  it  be  not  intact.  After  the  removal  of  the  diseased  kidney, 
that  is,  after  the  elimination  of  the  source  of  the  infection,  the 
vesical  tuberculosis,  in  a  number  of  cases,  heals  spontaneously, 
whereby  we  can  effectively  support  the  organism  by  general  treat- 
ment. Israel  has  been  able  to  determine  this  curability  in  two  of 
his  cases,  by  means  of  cystoscopic  examination.  In  other  cases  the 
bladder  does  not  heal,  even  after  removal  of  the  primary  focus, 
because  the  tuberculous  process  is  already  too  far  advanced.  But 
after  the  nephrectomy  we  have  the  opportunity  to  treat  a  local  and 
isolated  disease  in  the  bladder,  analogous  to  a  tuberculosis  of  the 
bones,  joints,  and  glands.  The  only  surgical  interference  which 
here  comes  into  question  is  a  sectio  alta,  as  proposed  by  Guyon, 
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possibly  with  subsequent  drainage,  or  the  establishment  of  an 
oblique  fistula,  after  the  method  of  Witzel.  If  the  diseased  kid- 
ney has  previously  been  removed,  and  if  we  now,  with  the  knife, 
scissors  and  cautery,  remove  all  diseased  and  altered  tissues,  then 
we  obtain  good  results,  even  in  advanced  cases. 

The  conditions  are  much  more  difficult  if  the  vesical  tuber- 
culosis ascended  from  a  focus  in  the  genital  organs.  Then  de- 
structive changes  at  the  vesical  neck,  and  in  the  neighborhood 
thereof  are  present,  which  are  usually  so  extensive  that  an  effectual 
surgical  operation  is  hardly  to  be  expected.  It  is  necessary  then 
not  only  to  remove  the  tuberculous  foci  in  the  genital  organs,  but 
usually  also  to  open  and  scrape  out  large  abscesses  of  the  prostate 
and  the  surrounding  tissues,  and,  beside  this,  to  perform  a  sectio 
alta,  in  order  to  make  it  possible  to  reach  the  vesical  mucous  mem- 
brane and  treat  its  changes.  It  is  certain  that,  by  opening  the 
bladder,  the  torturing  and  painful  tenesmus,  which  distresses 
the  patients  day  and  night  is  relieved  and  that,  even  in  the 
most  advanced  cases,  we  frequently  see  the  ulcerative  processes 
retrograde,  and  even  heal.  The  operative  measures  must  fre- 
quently be  repeated,  and  frequently  very  unpleasant  urinary 
tistulae  remain.  We  should  avoid,  as  much  as  possible,  encroach- 
ing upon  territory  which  is  so  unfavorable  for  surgical  inter- 
ference, and  this  may  best  be  done  by  removing  the  tuberculous 
foci  in  the  genital  organs  so  early  and  radically  that  these  delete- 
rious consequences  may  not  develop.  Owing  to  the  intimate  ana- 
tomical connection  of  the  urethra  posterior  with  its  glandular 
adnexa,  the  prostate  and  seminal  vesicles,  the  tuberculous  process 
hardlv  ever  runs  its  course  in  one  of  these  organs  alone.  As 
already  discussed,  we  have  usually  to  deal  with  an  affection  of  the 
entire  urogenital  cross  ways.  Since  these  are  exclusively  second- 
ary processes,  due  to  extension  from  the  kidney,  or.  in  the  major- 
ity of  the  cases,  from  the  genital  glands,  and  since,  furthermore, 
the  tuberculous  process,  which  finds  here  favorable  conditions  for 
its  propagation,  has  an  extraordinarily  destructive  action,  medi- 
cinal, as  well  as  surgical  therapy,  is  of  little  result.  Here,  also, 
it  is  of  the  greatest  value  to  block  the  path  of  the  tuberculous 
process  to  these  parts,  by  the  early  elimination  of  the  genital  foci. 

If  we  have  to  deal  with  abscesses  starting  from  Littre's 
or  Cowper's  glands,  or  with  the  various  forms  of  periurethritis, 
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then  we  must  incise  and  drain  the  abscesses,  and  scrape  out  exist- 
ing fistula?.  We  may  possibly  obtain  good  results  by  the  excision 
of  Cowper's  glands,  through  the  perineum,  as  recommended  by 
Hartmann. 

Surgery  seems  rather  helpless  in  tuberculosis  of  the  prostate 
and  seminal  vesicles.  If  we  wish  to  count  upon  good  results  at 
all,  then,  in  addition  to  prostatotomy,  or  prostatectomy,  and 
spermato-cystectomy,  unilateral  or  bilateral  castration  must 
always  be  performed.  If  we  are  dealing  with  single,  isolated 
prostatic  nodules,  particularly  with  primary  renal  tuberculosis, 
then  we  frequently  see  them  heal  spontaneously  after  nephrec- 
tomy; the  seminal  vesicles  are  never  tuberculously  diseased  as  a 
result  of  a  renal  lesion.  In  addition,  we  incise  abscesses  which 
threaten  to  perforate,  slit  fistulous  tracts,  and  open  and  drain 
larger  abscess  cavities  through  the  perineum.  Solitary  nodules 
in  the  prostate  may  be  extirpated  with  good  results.  If  we  have 
to  deal  with  extensive  foci  in  the  prostate  and  seminal  vesicles, 
then  the  only  rational  procedure  is  the  exposure  of  the  prostate, 
in  the  manner  proposed  by  Gosset  and  Proust.  By  this  method 
we  can,  under  the  guidance  of  the  eye,  remove  everything  which 
is  diseased.  Unfortunately,  perineal  fistula?  remain  after  almost 
all  surgical  operations  upon  the  tuberculously  diseased  prostate; 
the  same  holds  good  for  operations  upon  the  seminal  vesicles. 
In  21  cases  of  urogenital  tuberculosis  thus  operated  upon, 
Hogge  75  found  4  transient  and  8  persistent  fistula?. 

In  entire  analogy  with  the  extirpation  of  the  primarily  dis- 
eased kidney  in  vesical  tuberculosis,  the  timely  extirpation  of  one 
or  both  testes  gives  excellent  results  in  genital  tuberculosis.  And 
these  results  again  prove  that  the  tuberculous  process  always  affects 
the  urogenital  organs  in  a  descending  direction,  and  in  the  direc- 
tion of  the  current  of  the  secretions.  Bruhns  and  Baumgarten  have 
proven  the  justifiability  of  castration,  on  the  basis  of  extensive 
anatomo-pathological  as  well  as  experimental-clinical  study. 

Haas  reports,  from  the  clinic  of  Bruns,  upon  the  results  of 
castration  in  111  cases,  of  which  78  were  unilaterally,  and  33 
bilaterally  castrated.  After  unilateral  castration,  46  per  cent, 
of  the  patients  have  remained  well  since  3 — 34  years,  of  the  bi-lnt- 
erally  castrated,  56  per  cent,  since  3 — 30  years.  Simon  reports  the 
results  in  the  Heidelberg  surgical  clinic.    Among  92  cases  a 
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cure  was  effected  by  castration  in  61  instances,  or  66.3  per  cent. 
Berger  reports  60.4  per  cent,  of  cures  among  43  patients  who  were 
subsequently  examined;  von  Biinger  obtained,  by  means  of  high 
castration,  the  excellent  percentage  of  cure  of  86.6  per  cent., 
among  a  much  smaller  number  of  patients,  however. 

The  valuable  examinations  of  Baumgarten  are  most  strongly 
supported  by  these  clinical  statistics.  The  brilliant  results 
obtained  in  the  patients  operated  upon  by  the  aforementioned 
clinicians,  and  supported  by  years  of  observation,  are  a  clear 
proof  of  how  justified  radicalism  is  in  tuberculosis  of  the  testis. 
The  opponents  of  radical  treatment,  Konig,  Sr.,  Gussenbauer, 
Schlange,  Stempel  and  Bier,  as  well  as  a  number  of  the  older 
French  surgeons,  resort  to  the  knife  only  in  rare  instances;  they 
have  a  direct  animosity  against  bilateral  castration,  and  confine 
themselves  to  the  improvement  of  the  general  condition,  and 
enucleation  of  the  tuberculous  foci.  At  the  beginning  of  the 
disease,  presupposing  generally  favorable  conditions  of  nutrition, 
the  attempt  to  treat  conservatively  is  certainly  justified.  Saline 
baths,  and  particularly  sea-bathing  in  the  Baltic,  as  advocated  by 
Bier,  supplemented  by  hygienic-dietetic  measures,  may  have  a  very 
favorable  action.  But  as  soon  as  we  note  the  absence  of  a  result 
of  the  conservative  treatment,  we  should  lose  no  time,  since  the 
slightest  delay  may  become  fatal,  and  may  mean,  for  the  patient, 
the  most  gloomy  invalidism  with  torturing  pains.  If  the  tuber- 
culosis is  confined  to  the  testis  and  epididymis,  if  the  seminal 
vesicles  have,  on  rectal  examination,  been  shown  to  be  intact,  if 
there  is  no  ground  for  believing  a  tuberculosis  of  the  entire  uro- 
genital tract  to  be  present,  and  if  finally,  symptoms  of  an  ad- 
vanced pulmonary  tuberculosis  are  wanting,  then,  as  Simmonds 
fittingly  demands,  it  is  the  duty  of  the  physician  to  institute  opera- 
tive treatment  as  soon  as  possible.  Langenbeck,  Schede,  and 
others,  have  advocated  partial  resection  of  the  epididymis. 
However,  such  an  operation  is  of  a  very  doubtful  nature.  Sim- 
monds and  others  have  drawn  attention  to  the  difficulty  which 
exists  in  recognizing  the  involvement  of  the  parenchyma  of  the 
testis.  What  result  can  the  removal  of  the  epididymis  have  if 
tuberculous  deposits  remain  in  the  testis?  Similarly  tubercles  of 
the  tunica  vaginalis  testis  may  be  overlooked.  Why,  asks  Sim- 
monds, should  we  not  give  the  preference  to  that  operation  which 
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offers  us  the  greatest  prospect  of  cure,  and  which,  with  the  pres- 
ent-day development  of  surgery,  offers  no  greater  dangers  than 
partial  resection.  The  opponents  of  castration  have  always  re- 
peated that  a  partial  resection  of  this  organ  of  generation,  has  a 
lesser  psychical  effect  upon  the  patients  than  a  total  extirpation 
has.  French  authors  advocate  the  preservation  of  a  "  moral 
testis,"  in  order  to  preserve,  in  the  bearer,  the  illusion  of  his 
potence.  But  since  in  tuberculous  disease  of  the  epididymis,  the 
connection  of  the  testis  with  the  seminal  vesicles  is  at  once  in- 
terrupted, whereby  its  function  is  destroyed,  we  should  leave  an 
organ  behind,  which  is  incapable  of  function,  and  which  threatens 
the  entire  organism.  Neither  Simmonds  nor  Bruhns,  Czerny 
nor  Berger,  has  in  the  large  number  of  cases  operated  upon,  had 
the  opportunity  to  observe  this  so  greatly  feared  ill  effect  of 
castration  upon  the  mental  condition  of  the  patient;  on  the  con- 
trary, the  patients  were  often  glad  to  be  rid  of  the  terrifying 
growth  and  the  continually  moist  fistula?.  Simmonds  saw  in  a 
patient  who  had  suffered  a  number  of  years  with  tuberculosis  of 
the  testicles,  marked  hysterical  symptoms  disappear  completely 
after  bilateral  castration.  Haas  even  reports  upon  two  cases 
operated  upon  by  Bruhns,  in  whom  potence  was  not  destroyed  by 
bilateral  castration.  The  one  patient  could,  12  years  after  the 
operation,  still  indulge  in  coitus,  although  seldom;  while  in  the 
other,  7  years  after  the  operation,  the  potentia  coeundi  was  fully 
preserved,  so  that  the  patient  had  married. 

If  then,  our  object  is  to  protect  patients  from  the  danger  of 
urogenital  tuberculosis,  and  the  greater  danger  of  general  infec- 
tion, particularly  if  the  disease  of  the  testicles  is  the  onlv,  or  the 
principal  symptom  of  the  tuberculous  disease,  then  the  diseased 
testis  or  testes  must  be  removed  as  quickly  as  possible,  and  that 
as  proposed  by  von  Biingner,  with  the  most  extensive  resection 
of  the  vas  deferens.  The  latter  is  almost  always  more  or  less 
extensively  involved,  and  frequently  the  tuberculous  process  ex- 
tends upwards,  beyond  the  usual  point  of  section  of  the  spermatic 
cord.  Since  it  is  usually  impossible  to  determine  beforehand 
the  extent  of  the  involvement  of  the  vas  deferens  macroscopically, 
since  a  vas  deferens,  which  seems  externally  and  on  palpation  to 
be  still  intact,  may  be  tuberculously  diseased  to  a  decided  extent, 
therefore  evulsion  of  the  vas  deferens  at  the  time  of  castration, 
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simply  called  "  high  castration  "  by  von  Biingner,  is  to  be  pre- 
ferred to  the  old  method.  If  at  the  same  time,  the  seminal 
vesicles  are  involved,  then,  before  the  extirpation  of  these,  which 
always  represents  a  severe  operation  to  which  we  do  not  greatly 
care  to  subject  these  patients,  who  usually  also  suffer  with  pul- 
monary tuberculosis,  we  must  consider  the  method  of  intracanali- 
cular  injection  of  Iodoform  emulsion  into  the  vas  deferens  also 
advocated  by  von  Biingner,  a  method  which  may  be  employed 
with  benefit  in  the  early  stages  of  the  disease,  when  we  do  not 
yet  care  to  operate,  or  in  the  far  advanced  cases,  where  an  opera- 
tion may  no  longer  be  employed.  Since  the  tuberculous  process 
in  the  vas  deferens  and  the  seminal  vesicles  extends  almost  ex- 
clusively intracanalicularly,  it  is  just  in  these  cases  that  we  can 
treat  the  tuberculous  process  by  the  very  easily  carried  out  injec- 
tions of  Iodoform,  with  the  prospect  of  a  result.  If  this  treat- 
ment is  not  followed  by  a  good  result,  then  high  castration  must 
be  supplemented  by  the  resection  of  the  seminal  vesicles  with  the 
still  attached  portion  of  the  vasa  deferentia,  which  operation  is 
to  be  performed  according  to  the  already  mentioned  method  of 
Gosset  and  Proust. 

In  children  radical  interference  in  tuberculosis  of  the  testis 
is  unnecessary,  since,  according  to  the  experience  of  the  most 
prominent  surgeons,  this  disease  usually  heals  spontaneously,  or 
after  slight  operations. 
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INJURIES   OF   THE   URETERS  DURING  GYNECO- 
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(Read  before  the  Annual  Meeting  of  American  Urological  Association,  Portland, 
Oregon,  July  12-13,  19°S-) 

ON  account  of  their  anatomical  position  in  the  small  pel- 
vis, the  ureters  are  exposed  to  various  injuries  during 
the  course  of  gynecological  operations,  this  being  due 
to  their  proximity  to  the  cervix  uteri  and  the  uterine  artery  and 
veins.  Now,  since  there  is  possibility  of  injury  to  the  ureters 
under  normal  conditions,  it  becomes  still  greater  when  pathologic 
changes  cause  their  position  to  become  abnormal.  An  enlarge- 
ment of  the  cervix  from  the  presence  of  neoplasms,  bringing  the 
uterus  into  a  dangerous  proximity  to  the  cervix  and  retraction  of 
the  tissues  following  pathologic  processes  in  the  parametrium  and 
the  development  of  growths  in  the  broad  ligaments  are  all  in- 
stances where  the  normal  position  of  the  ureters  may  become 
changed.  In  vaginal  operations  there  is  a  greater  possibility  of 
injuring  the  ureters  than  abdominal  interferences,  because  in  the 
former  the  field  of  operation  is  not  as  readily  exposed,  but  even  by 
the  abdominal  route  one  or  both  ureters  may  be  injured  and  this  is 
by  no  means  an  infrequent  occurrence.  Therefore,  in  this  paper  I 
shall  limit  my  remarks  to  ureteral  injuries  occurring  in  gynecolog- 
ical operations  performed  by  way  of  the  abdomen. 

These  injuries  consist  in  ligating  the  ureter,  or  in  its  partial 
or  complete  section  in  continuity.  Of  all  the  injuries  to  the  ureter 
ligating  of  one  or  both  is,  as  has  been  shown  by  Robinson,  by  far 
the  most  frequent.  As  a  rule  this  accident  is  not  followed  by 
evil  consequences,  because  the  ligature  becomes  loosened  and  for 
this  reason  it  is  probable  that  a  great  many  examples  occur  which 
are  never  recognized.  According  to  Robinson  three  cases  out 
of  every  hundred  different  forms  of  hysterectomy,  one  or  both  ure- 
ters are  included  in  the  ligatures.    Having  made  a  number  of 
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experiments  on  dogs,  Robinson  comes  to  the  conclusion  that  the 
complete  ligature  of  the  ureter  results  in  atrophy  of  the  kidney, 
while  a  partial  ligature  results  in  an  hydronephrosis.  If  the  kid- 
neys are  in  a  healthy  condition,  the  kidney  on  the  one  side  will 
do  the  work  of  the  other,  but  in  subjects  having  only  one  kidney, 
which  is  functionally  active,  they  will  more  readily  succumb  to 
infectious  diseases.  That  one  kidney  may  be  rendered  useless  on 
account  of  ligature  of  its  ureter  without  any  danger,  when  both 
glands  are  healthy,  has  been  demonstrated  by  Bastianelli.  In  one 
case  he  tied  the  sectioned  end  of  the  ureter  during  a  laparotomy 
and  dropped  the  stump;  as  a  consequence  there  was  an  aseptic 
hydronephrosis,  which  had  no  effect  upon  the  patient's  general 
health.  Fueth  tied  off  and  cut  the  ureter  during  an  enucleation 
of  an  intra-ligamentous  myoma,  the  sectioned  ends  being  stitched 
over  and  it  is  quite  remarkable  that  during  convalescence  no  se- 
rious symptoms  of  any  kind  developed.  Afterwards  an  hydrone- 
phrosis on  the  same  side  was  positively  detected.  Fueth  does 
not  recommend  this  technique  in  all  cases,  but  only  in  those  where 
an  infection  of  the  kidney  can  be  excluded. 

Blumenfeld  reports  two  cases  of  ligating  the  ureters,  both  of 
which  ended  fatally.  In  one  of  them  a  severe  hemorrhage  from 
the  uterine  artery  occurred  after  enucleation  of  a  right-sided  intra- 
ligamentous cyst  and  in  order  to  control  this  the  ureter  was  in- 
cluded in  the  ligature;  death  from  peritonitis  occurred  on  the  sixth 
day,  but  the  cause  of  death  could  not  be  attributed  to  this  fact  as 
was  shown  by  autopsy.  The  ligature  was  placed  about  five  centi- 
meters distant  from  the  point  of  entrance  of  the  ureter  into  the 
bladder  and  its  lumen  was  not  completely  occluded.  The  second 
case  was  a  difficult  ovariotomy  with  numerous  intestinal  adhesions 
and  the  bladder  had  to  be  dissected  off  with  great  difficulty;  the 
left  ureter  was  ligated  seven  centimeters  from  the  bladder.  Death 
from  peritonitis  resulted;  anuria  preceded  the  fatal  outcome,  but 
this  could  be  traced  to  a  chronic  nephritis  of  the  right  kidney. 
Thoenes  relates  a  case  occurring  in  Fritsche's  clinic  in  which 
both  ureters  were  ligated  during  total  extirpation  of  a  fibroid 
uterus  by  the  abdominal  route;  death  took  place  on  the  fourth 
day.  The  walls  of  the  cervix  had  become  considerably  enlarged 
on  account  of  a  myoma,  which  had  developed  in  them  and  the  ure- 
ter had  therefore  come  into  very  close  proximity  to  the  uterus. 
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If  ligature  of  the  ureter  is  discovered  soon  afterwards,  the 
ureter  may  be  made  to  resume  its  functions  even  in  instances  where 
the  occlusion  has  been  present  for  a  considerable  length  of  time 
and  this  fact  was  verified  experimentally  in  dogs  by  Robinson,  and 
has  since  been  proven  by  numerous  observations  in  man.  Thus 
Purcell  ligated  both  ureters  during  a  total  extirpation  of  the  uterus 
for  a  suppurating  myoma.  Total  anuria  was  present  for  fifty- 
eight  hours  after  the  operation  and  then  the  first  symptoms  of 
uremia  appeared.  The  abdomen  was  then  opened  and  the  liga- 
tures loosened,  upon  which  the  bladder  at  once  became  filled,  both 
ureters  having  sustained  no  injury.  The  ultimate  outcome  was 
successful.  Martin  has  also  recorded  an  instance  in  which  both 
ureters  were  tied  off.  This  occurred  during  the  extirpation  of  a 
myoma  where  a  large  number  of  ligatures  were  used.  The  peri- 
toneum became  so  retracted  from  the  stumps  that  it  was  only  with 
much  difficulty  that  it  could  be  brought  together  by  a  continued 
suture.  After  the  operation  anuria  supervened  and  twenty-four 
hours  later  the  abdomen  was  again  opened,  because  it  had  become 
evident  that  the  left  ureter  was  completely  occluded  on  account  of 
the  tension  of  the  peritoneal  sutures,  while  the  right  one  had  been 
injured  by  the  needle  and  had  been  tied  off  as  well.  Death  from 
peritonitis  occurred  twenty-four  hours  later.  During  a  myomot- 
omy,  Dorff  ligated  the  ureter  on  the  right  side,  the  ligature 
being  made  en  masse.  When  the  needle  was  carried  through 
the  pedicle  the  right  uterine  artery  was  injured  and,  as  the 
hemorrhage  was  extremely  severe  and  as  there  was  no  chance 
of  getting  hold  of  the  vessels  separately,  he  passed  sutures  around 
it.  In  doing  this  the  ureter  was  included  as  was  afterwards 
discovered.  Anuria  resulted,  so  that  twenty-four  hours  later 
the  abdomen  was  re-opened  in  order  to  free  the  ureter.  It 
was  found  quite  intact,  as  was  also  the  left  one.  The  occlusion 
of  the  left  ureter  was  explained  by  the  fact  that  it  had 
become  bent  by  the  pulling  of  the  sutures.  The  patient  died  three 
days  later,  although  the  urine  freely  flowed  after  the  second  inter- 
vention and  the  post-mortem  examination  gave  no  clue  as  to  the 
cause  of  death.  If  one  is  uncertain  as  to  whether  a  ureter  has 
been  included  in  a  ligature  it  is  well  to  make  a  longitudinal  incision 
into  it  and  pass  a  probe  down  to  the  bladder  and,  if  the  lumen  is 
found  patent,  the  opening  is  then  closed.    Kelly  was  thus  able  to 
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free  a  ureter  which  he  had  included  in  a  ligature.  If  there  is  any 
uncertainty  as  to  the  position  of  the  ureter  it  is  better  practice  to 
ligate  each  vessel  separately  than  to  make  a  ligature  en  masse. 

Section  in  the  continuity  of  the  ureter  is  far  more  dangerous 
because  it  may  result  in  ureteral  fistula,  urinary  infiltration,  or 
what  is  more  common,  a  septic  peritonitis  on  account  of  the  direct 
entrance  of  the  urine  into  the  abdominal  cavity.  Total  or  partial 
section  of  one  or  both  ureters  may  occur.  If  such  an  injury  takes 
place  during  laparotomy,  and  if  it  is  discovered  during  the  opera- 
tion, it  is  of  absolute  necessity  to  connect  the  ureters  with  the 
bladder  in  some  way.  To  accomplish  this  many  techniques  have 
been  advised  according  to  the  kind,  extent  and  location  of  the  in- 
jury. These  methods  are  nephrectomy,  immediate  suture,  or  the 
implantation  of  one  end  of  the  ureter  into  the  other,  the  implanta- 
tion of  the  injured  ureter  into  the  intact  one,  and  lastly  implanta- 
tion of  the  severed  ureter  into  the  bladder.  Implantation  into 
the  intestine  will  not  be  discussed,  as  it  is  most  unsurgical,  because 
of  the  ascending  infection  of  the  kidney  which  is  bound  to  take 
place. 

Nephrectomy  is  only  advisable  where  so  much  of  the  ureter 
has  been  resected  that  the  ends  cannot  be  approximated  or,  on  the 
other  hand,  when  the  injury  is  seated  too  high  up.  Should  re- 
moval of  the  kidney  be  necessary  it  is  better  to  do  it  if  possible  in 
two  stages,  first  making  a  ureteral  fistula  in  the  abdominal  wall. 
In  one  case  of  successful  nephrectomy  reported  by  Pozzi,  this 
authority  advises  that  the  operation  on  the  kidney  should  not  be 
done  at  the  same  time  as  the  laparotomy,  because  the  dangers  of 
the  latter  operation  will  be  greatly  increased.  On  the  contrary, 
he  advises  making  a  ureteral  fistula  in  the  abdominal  wall  and 
resorting  to  nephrectomy  only  when  the  patient  has  completely 
recovered  from  the  laparotomy  and  is  capable  of  undergoing  the 
removal  of  the  kidney.  Dorft  is  also  of  the  same  opinion,  and 
personally,  I  feel  prepared  to  say  that  death,  which  is  so  fre- 
quently reported  following  primary  nephrectomy,  is  due  to  a  re- 
sulting parenchymatous  nephritis  in  the  remaining  kidney.  This 
nephritis  is  produced  for  the  reason  that  the  remaining  single  kid- 
ney cannot  at  once  functionally  suffice,  and  therefore  it  is  more 
advisable  to  wait  for  at  least  two  weeks  before  undertaking  the 
removal  of  the  kidney  after  injury  of  its  ureter.    If  this  is  done 
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the  intact  kidney  will  by  degrees  satisfy  the  functional  require- 
ments that  it  is  expected  to  meet,  because  it  is  well  known  that 
shortly  after  injury  to  the  ureter  the  secretion  of  the  kidney  de- 
creases very  soon  after  the  occurrence  of  the  lesion.  Primary 
nephrectomy  may,  however,  be  imperative  and  still  result  in  a 
cure  of  the  patient.  Thus  Krueger  has  recorded  a  case  of  laparot- 
omy for  an  intra-ligamentous  ovarian  cyst,  where,  in  spite  of  the 
greatest  care,  eight  centimeters  of  the  ureters  were  torn  off,  it  being 
intimately  adherent  to  the  wall  of  the  sac.  Owing  to  this  exten- 
sive loss  anastomosis  was  impossible  and  therefore  nephrectomy 
had  to  be  resorted  to.  The  patient  recovered.  In  another  case 
of  laparotomy  for  bi-lateral  tumors  of  the  adnexa  nephrectomy 
had  to  be  resorted  to  on  account  of  extensive  injury  to  the  ureter. 
Many  other  instances  of  nephrectomy  on  account  of  injury  to  the 
ureter  during  laparotomy  have  been  reported  by  Lawers,  Rumpff, 
Noble  and  others,  and  I  will  here  briefly  relate  a  most  unique  and 
interesting  case  under  my  care  several  years  ago.  Before  doing 
this,  however,  I  would  say  that  in  all  cases  nephrectomy,  be  it 
either  primary  or  secondary,  is  to  be  considered  as  an  operation  of 
last  resort  and  only  in  those  cases  where  it  is  absolutely  impossible 
to  effect  an  implantation  of  the  ureter  into  the  bladder  or  some 
form  of  anastomosis  between  the  severed  ends. 

J.  P.,  forty-two  years  old,  was  admitted  to  the  New  England 
Baptist  Hospital  for  removal  of  a  left-sided  intra-ligamentous 
fibroid.  Transverse  suprapubic  incision.  A  mass  of  small 
fibroids  was  enucleated  in  the  broad  ligament,  the  entire  growth 
being  about  the  size  of  a  small  grape  fruit  and  started  from  the 
lateral  wall  of  the  uterus,  developing  completely  within  the  broad 
ligament.  On  account  of  the  abundant  vascular  supply  the 
neoplasm  was  dissected  out  with  considerable  difficulty  and  when 
the  last  adhesions  low  down  in  the  ligament  were  being  detached, 
a  rather  severe  hemorrhage  occurred  from  the  section  of  a  large 
artery,  which  at  the  time  was  supposed  to  be  the  uterine,  although 
from  its  caliber  it  appeared  to  be  too  small.  The  vessels  were 
ligated  en  masse  with  fine  celluloid  thread  and  the  broad  ligament 
was  closed  with  fine  catgut  and  the  abdomen  closed  in  the  usual 
way. 

For  ten  days  following  the  operation  the  patient  constantly 
complained  of  pain  in  the  left  side  and  then  on  the  tenth  day  also 
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of  pain  in  the  vagina.  She  was  restless  and  complained  of  head- 
ache, also  of  painful  micturition.  The  amount  of  urine  passed 
in  twenty-four  hours  since  the  day  of  the  operation  had  varied 
between  twenty  and  twenty-five  ounces.  For  the  following  three 
days  the  patient  had  frequent  and  painful  micturition  and  upon 
bi-manual  examination  a  large  tumor,  apparently  cystic  in  nature, 
was  discovered  in  the  left  broad  ligament.  The  abdomen  was 
opened  and  a  large  intra-ligamentous  cyst  was  discovered  and  upon 
opening  it  a  light  straw-colored  fluid,  having  a  peculiar  odor,  was 
discharged.  The  true  state  of  affairs  was  then  discovered.  The 
intra-ligamentous  portion  of  the  ureter  had  been  resected  along 
with  the  fibroid  and  since  the  operation  the  ureter  with  its  tip 
entering  into  the  broad  ligament  had  discharged  the  urine  between 
the  folds  of  the  latter  and  an  intra-ligamentous  urinary  cyst  had 
resulted.  A  glass  drainage  tube  was  introduced  and  the  tempera- 
ture, which  at  the  time  of  the  operation  was  39 0  C.  dropped  to 
normal.  Five  days  later  the  tube  was  removed  and  a  urinary 
fistula  had  formed  in  the  abdominal  wall. 

The  fistula  was  allowed  to  discharge  for  about  six  weeks,  dur- 
ing which  time  the  amount  of  urine  varied  greatly  from  day  to 
day.  Nephrectomy  was  then  done,  the  patient  making  a  perfect 
recovery,  being  in  excellent  health  at  the  present  time,  namely, 
three  years  after  the  operation. 

We  should  be  greatly  indebted  to  Dr.  Weller  van  Hook  for 
much  important  information  that  he  has  given  us  relative  to  the 
conservative  treatment  of  injuries  to  both  ureters,  his  sound  con- 
clusions are  based  on  experimental  and  clinical  work  and  may  be 
briefly  summed  up  as  follows.  Longitudinal  injuries  of  the  ure- 
ters will  heal  with  or  without  sutures  and  no  subsequent  stricture 
will  result  on  the  condition  that  great  care  is  taken  for  an  efficient 
drainage  of  the  urine.  Transverse  section,  which  does  not  exceed 
more  than  one-third  of  the  circumference  of  the  ureter  should  be 
made  into  a  longitudinal  one  and  treated  as  such.  The  most 
favorable  site  for  ureteral  injuries  is  in  the  neighborhood  of  the 
renal  pelvis,  because  no  stenosis  of  any  importance  will  arise  in  this 
situation.  In  injuries  and  loss  of  substance  occurring  in  the  upper 
third  of  the  ureter  the  latter  should  be  implanted  into  the  renal 
pelvis  and  drainage  provided  for  the  latter.  Transverse  sections 
of  the  ureter  should  be  treated  according  to  the  implantation 
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methods  of  van  Hook,  which  consists  in  making  a  longitudinal  inci- 
sion having  twice  the  length  of  the  diameter  of  the  ureter,  after 
having  ligated  the  upper  end.  This  incision  is  adapted  to  the 
lower  end  of  the  ureter  after  the  incision  in  the  latter  has  been 
made  oval  by  means  of  a  longitudinal  one.  Van  Hook  considers 
that  it  is  very  important  to  bury  the  injured  ureter  in  a  peritoneal 
fold  and  he  is  decidedly  opposed  to  implantation  into  the  intestine 
on  account  of  the  readiness  with  which  ascending  infection  takes 
place.  If,  during  an  operation  the  ureter  is  injured  in  its  pelvic 
part,  neither  implantation  nor  extirpation  of  an  otherwise  normal 
kidney  is  to  be  resorted  to,  but,  on  the  contrary,  in  the  female, 
vaginal  implantation  should  be  used,  while  in  the  male,  vesical  im- 
plantation is  proper  when  it  can  be  done,  or  should  this  be  impossi- 
ble, the  ureter  should  be  sutured  to  the  abdominal  walls  as  near 
the  region  of  the  bladder  as  possible.  Later  on  implantation  into 
the  bladder  may  be  attempted.  If  the  fistula  in  the  abdominal 
wall  is  situated  too  high  up,  or,  if  for  other  reasons  vesical 
implantation  is  impossible,  unless  the  peritoneum  is  opened,  one 
may  proceed  in  two  stages.  In  the.  first  place,  the  anterior  peri- 
toneal fold  is  dissected  back  and  one  may  then  be  able  to  approach 
the  ureteral  fistula  much  closer  to  a  lobe  of  the  bladder  formed  at 
the  point  where  the  organ  has  been  freed  from  its  peritoneum,  than 
would  have  been  possible  before  making  this  displacement. 

Van  Hook's  experimental  method  of  uniting  transverse  sec- 
tions of  the  ureter  by  means  of  lateral  implantation  of  the  lower 
stump,  has  been  carried  out  successfully  by  Kelly  in  one  case,  that 
of  a  female,  twenty-five  years  old,  who  had  undergone  a  vaginal 
hysteromyomectomy.  The  dilated  ureter  was  mistaken  for  a 
vessel  and  had  been  sectioned  between  two  ligatures.  This  was 
discovered  and  Kelly  immediately  anastomosed  the  two  ends  ac- 
cording to  the  method  just  described  and  effected  a  union  by  first 
intention.  It  would  seem,  that  the  urine  flowed  entirely  into  the 
bladder  since  at  no  time  could  any  trace  of  urine  be  found  in  the 
wound  or  on  the  dressings,  but  no  cystoscopic  examination  was 
made  and  observation  of  the  case  ended  six  weeks  after  the 
operation  when  the  patient  was  discharged  from  the  hospital. 

In  cases  of  transverse  section  of  the  ureter,  Bovee  recom- 
mends uretero-ureteral  anastomosis  as  recommended  by  van  Hook 
and  Kelly,  because  nephrectomy  is  rarely  justifiable  and  also  be- 
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cause  ligature  of  the  ureter  is  far  too  insecure.  The  best  methods 
are  lateral  implantation  in  the  distal  part  of  the  ureter,  or  an 
oblique  anastomosis  of  the  ends.  As  a  rule  cicatricial  stenosis  of 
the  canal  does  not  take  place,  and  if  an  aseptic  careful  union  of  the 
ends  has  been  effected,  drainage  is  as  a  rule  not  necessary.  Emmet 
has  recorded  the  case  of  a  multiple  myoma  in  which  several  years 
before  he  had  removed  a  similar  growth  and  had  injured  the  ure- 
ter. The  ureter  had  been  united  by  a  uretero-ureteral  anastomosis 
and  when  the  second  abdominal  section  was  made,  one  of  the 
multiple  myomata  was  found  close  to  the  ureter  at  the  spot  where 
the  anastomosis  had  been  made.  Upon  being  extirpated,  the  ure- 
ter was  slightly  injured,  the  opening  being  closed  and  then  covered 
with  peritoneum.  In  the  course  of  the  process  of  healing  a  rapidly 
growing  tumor  appeared  at  the  site  of  injury  of  the  ureter,  which 
was  thought  to  be  sarcomatous  in  nature,  but  it  afterwards  de- 
creased in  size.  During  the  extirpation  of  an  intraligamentous 
cyst,  Poroschin  severed  the  ureter,  but,  as  there  was  a  flow  of  urine 
the  injury  was  at  once  seen  and  the  two  ends  were  united  by  four 
fine  silk  sutures,  including  the  serosa  and  muscularis,  a  piece  of 
peritoneum  being  brought  over  the  site  of  injury  and  sutured  there. 
During  the  first  few  days  the  urine  contained  slight  traces  of  blood 
and  the  patient  had  a  continual  desire  to  urinate,  but  later  on  all 
symptoms  passed  away  and  the  patient  recovered. 

Lestrade  has  ably  discussed  the  methods  of  uniting  ureters 
after  section.  Uretero-ureterostomy  is  indicated  in  instances 
where  the  injury  is  produced  by  accidents  or  during  operation, 
provided  that  the  two  ends  can  be  brought  together  without 
difficulty.  Uretero-cystoneostomy  has  for  an  end  to  implant  the 
ureter  into  the  bladder  when  the  former  has  been  severed  at  its 
lower  end  during  a  gynecological  operation,  or  any  other  in  the 
small  pelvis.  Lateral  implantation  of  one  end  of  the  ureter  into 
the  other  is  also  apparently  a  good  operation,  but  more  experi- 
mental evidence  will  have  to  be  brought  forward  in  order  to 
demonstrate  its  actual  value.  The  latter  operation,  however, 
has  been  recommended  by  Kelly  and  Wiesinger,  the  latter  sug- 
gesting that  in  cases  where  the  injured  ureter  is  too  short  to  be 
implanted  into  the  bladder,  that  it  might  be  carried  retroperi- 
toneally  over  the  spinal  column  and  to  implant  it  laterally  into  the 
opposite  ureter.    The  two  incisions  in  the  posterior  peritoneum 
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which  are  necessary  to  expose  the  ureters  are  afterwards  closed 
by  sutures. 

Robson  removed  two  inches  of  the  ureter  during  extirpation 
of  a  fibroid.  He  made  a  vertical  incision  at  the  upper  part  of 
the  distal  end  in  such  a  way  that  ureter  opened  like  a  funnel,  and 
into  this  he  stitched  the  proximal  end  of  the  ureter.  The  wound 
healed  without  any  symptoms.  Winslow  reports  two  cases  of 
total  extirpation  of  myomatous  uteri,  in  each  of  which  one  ureter 
was  injured.  The  sectioned  ends  were  united  by  direct  suture 
with  perfect  results.  Schauta  injured  a  ureter  during  laparotomy 
for  an  extra-uterine  pregnancy.  The  tumor  was  covered  with 
peritoneum,  but  not  posteriorly,  thus  having  a  pseudointraliga- 
mentous  development.  A  very  large  number  of  tough  adhesions 
were  with  difficulty  broken  up;  the  uterus  and  right  adnexus  were 
removed.  On  going  over  the  field  of  operation  it  was  noticed 
that  the  left  ureter  had  been  cut  and  that  a  piece  was  still  con- 
nected with  the  badder.  The  separation  of  the  two  ends 
amounted  to  several  centimeters,  but  no  part  of  the  tube  was 
wanting.  For  this  reason  the  two  ends  of  the  ureter  were  united 
by  invagination  of  the  upper  into  the  lower  end.  This  method 
has  been  suggested  by  Kelly  and  is  highly  commended  by  Schauta. 
After  this  was  accomplished,  the  peritoneum  was  stitched  over 
the  ureter  and  a  strip  of  gauze  was  introduced  through  the  vagina 
and  another  through  the  abdominal  wound  down  to  the  ureter. 
The  outcome  was  favorable,  but  immediately  following  the 
operation,  there  was  some  little  oliguria,  because  of  the  severe 
loss  of  blood  and  a  certain  amount  of  absorption  of  fluids.  Noble 
relates  the  case  of  injury  of  the  ureter  during  removal  of  an 
intra-ligamentous  fibroid.  The  proximal  end  was  incised  and  the 
distal  end  was  sewn  into  this  slit  by  means  of  a  mattress  suture 
and  over  this  some  fine  silk  sutures  were  inserted.  The  whole 
was  covered  with  peritoneum.  The  anastomosis  was  effected 
after  a  ureteral  catheter  had  been  inserted.  Healing  took  place 
without  reaction.  In  a  second  case  during  the  extirpation  of  a 
sarcoma  of  the  ovary  which  had  involved  the  peritoneum,  the  ure- 
ter was  incised  to  the  extent  of  one  and  one-half  inches.  Anas- 
tomosis was  effected  in  the  same  way  as  in  the  first  case,  but  in 
order  to  avoid  all  strain  on  the  sutures,  the  bladder  was  dissected 
off  from  the  vagna  and  os  pubis.    The  result  was  perfect.  As 
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a  condition  for  union,  Noble  believes  that  invagination  or  perfect 
approximation  of  both  ends  of  the  ureter,  without  any  of  the 
mucosa  becoming  inserted  between  them,  is  absolutely  essential 
and  also  that  the  artery  of  the  ureter  be  preserved,  as  well  as  pre- 
vention of  all  tension  on  the  sutures;  and  last  of  all  a  perfect  dis- 
charge of  the  urinary  secretion. 

Emmet,  who  appears  to  discard  all  methods  excepting  in- 
vagination, relates  a  case  in  which  he  cut  the  right  ureter  at  the 
upper  part  of  the  field  of  operation  during  the  removal  of  a  large 
fibroid  tumor  which  had  become  adherent  to  the  lumbar  region 
of  the  spine.  He  endeavored  to  do  an  invagination  according  to 
van  Hook's  technique,  but  it  soon  became  evident  that  the  lower 
end  of  the  ureter  was  of  lesser  caliber  than  the  upper,  so  that  in- 
vagination was  rendered  impossible.  He  consequently  proceeded 
in  the  following  manner:  after  having  closed  the  opening  of  the 
lower  end,  he  incised  it  on  the  side  so  that  he  could  easily  intro- 
duce the  upper  end,  and,  after  implantation,  the  ureter  was 
sutured.  He  united  the  borders  of  the  opening  to  the  adjoining 
wall  of  the  upper  end  of  the  ureter  by  a  continuous  suture  and 
over  the  whole  he  brought  the  peritoneum.  Convalescence  was 
uninterrupted,  and  five  weeks  later  the  urinary  secretion  was  nor- 
mal. Lavise  relates  the  case  of  total  extirpation  of  the  uterus 
for  carcinoma,  during  which  the  right  ureter  was  cut  through  at 
a  point  too  high  up  to  allow  him  making  an  implantation  into  the 
bladder,  so  that  he  resorted  to  end  to  end  anastomosis,  a  fine 
catheter  having  been  first  introduced  through  the  ureter  into  the 
bladder.  Five  silk  sutures  were  inserted,  but  after  occlusion 
seemed  complete  it  was  noticed  that  urine  made  its  exit  from  a 
point  just  above  the  anastomosis.  The  cut  in  the  ureter  was  sutured. 
When  the  catheter  was  to  be  removed  by  way  of  the  urethra,  this 
could  not  be  done,  and  on  introducing  the  finger  into  the  bladder, 
it  was  found  that  the  catheter  did  not  enter  into  the  cavity  at  all. 
It  had  been  caught  in  a  fold  of  the  mucosa,  which  was  then  incised 
and  after  removing  the  catheter  the  opening  was  closed.  The 
ultimate  results  were  good. 

Baldy  has  ably  discussed  the  various  methods  for  dealing 
with  surgical  injuries  to  the  ureter  and  compares  uterostomy  with 
implantation  into  the  bladder.  For  the  former  operation  he 
establishes  three  conditions,  namely,  that  both  ends  of  the  severed 
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ureter  shall  be  freely  movable,  that  the  distal  end  is  larger  in 
caliber  than  the  proximal,  or  at  least  can  be  made  larger  than  the 
proximal,  and,  thirdly,  that  the  injury  shall  be  situated  high  enough 
up  to  admit  of  an  easy  anastomosis.  On  the  other  hand,  as  far 
as  implantation  into  the  bladder  is  concerned,  it  is  only  necessary 
that  the  injury  shall  not  be  situated  so  high  up  that  the  proximal 
end  can  be  brought  down  to  the  bladder.  Inasmuch  as  injuries 
to  the  ureter  are  situated  low  down,  and  since  the  vesical  end  of 
the  tube  rapidly  becomes  obliterated,  or  inclosed  in  cicatricial 
tissue,  implantation  into  the  bladder  is  perhaps  more  advisable  in 
a  large  majority  of  cases.  Then,  again,  in  the  case  of  extirpation 
of  neoplasms,  in  which  the  ureter  has  been  injured  higher  up,  it 
will  usually  be  necessary  to  put  the  ureter  on  the  stretch  to  such 
an  extent  that  its  end  can  be  brought  down  to  the  bladder,  and  in 
suitable  cases  the  bladder  itself  may  be  brought  up  nearer  to  the 
ureter  by  partially  loosening  its  attachments  to  the  os  pubis,  or  it 
may  be  sutured  to  other  fixed  points  of  the  pelvic  walls.  In  two 
cases  which  were  observed  over  quite  a  long  period  of  time,  cys- 
toscopic  examination  failed  to  reveal  any  difference  between  the 
shapes  of  the  two  ureteral  orifices,  the  normal  and  the  artificial 
one,  because  the  opening  does  not  gape,  and  there  was  no  regurgi- 
tation of  the  bladder  contents  and  no  infection  of  the  kidney  need 
be  feared.  For  these  reasons  implantation  into  the  bladder  is  to 
be  preferred  as  well  in  cases  where  the  question  arises  as  to 
whether  or  not  uretero-ureterostomy  should  be  resorted  to.  Im- 
plantation of  the  ureters  into  the  bladder  has  been  successfully 
done  experimentally  on  dogs  by  Paoli  and  Busachi,  and  they  come 
to  the  following  conclusion,  namely,  that  this  operation  may  be 
carried  out  successfully  in  man. 

Implantation  of  the  ureter  into  the  bladder  has  since  then 
been  successfully  accomplished  many  times  and  may  be  considered 
as  the  best  method,  because  it  particularly  corresponds  to  natural 
conditions. 

While  doing  a  hysterectomy  for  cancer  of  the  cervix,  Pen- 
rose found  that  the  left  broad  ligament  had  become  involved  to 
the  extent  of  three  centimeters  from  the  uterus,  and  that  the  cor- 
responding ureter  had  become  included  in  the  infiltration.  It 
was,  therefore,  impossible  to  prevent  the  necessity  of  excising  the 
ureter  to  the  extent  of  three  centimeters.    The  renal  end  was  first 
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ligated,  cut  through,  and  afterwards  stitched  into  an  opening  at 
the  base  of  the  bladder  by  means  of  two  sutures.  The  loose  peri- 
toneal cover  of  the  ureter  around  the  wound  in  the  bladder  was 
sutured  with  the  peritoneal  cover  of  the  latter,  and  the  abdominal 
cavity  was  closed  without  drainage.  A  permanent  catheter  was 
then  introduced  and  allowed  to  remain  for  three  days.  The 
patient  recovered  without  any  accidents,  the  secretion  of  urine 
being  perfectly  normal.  Schwartz  reports  a  similar  favorable 
case.  During  total  hysterectomy  for  a  fibroid  uterus,  the  right 
ureter  was  injured  and  was  at  once  implanted  into  the  bladder, 
muco-mucous  and  sero-serous  sutures  being  used.  A  catheter  was 
introduced  into  the  ureter  and  another  into  the  bladder.  The 
patient  completely  recovered.  Rouffart  implanted  a  ureter  trans- 
peritoneally,  and  in  order  to  draw  it  through  the  incision  in  the 
bladder,  he  used  a  modification  of  the  ureteral  catheter  devised  by 
Pawlik.  Graeucher  relates  a  case  operated  on  by  Bayer  in  which 
the  ureter  was  severed  close  to  the  bladder  during  abdominal 
myonectomy.  It  was  immediately  implanted  into  the  bladder 
and  the  point  of  implantation  was  covered  over  by  peritoneum, 
while  the  threads  that  had  been  inserted  into  the  ureter  were 
carried  out  through  the  urethra.  A  permanent  catheter  was  in- 
serted and  a  complete  cure  resulted.  In  a  case  of  laparotomy  for 
bi-lateral  lesions  of  the  adnexa  and  intraligamentous  ovarian  cyst, 
Baldy  excised  a  large  piece  of  the  right  ureter,  the  proximal  end 
of  which  was  situated  above  the  linea-innominata,  while  the  vesi- 
cal end  could  not  be  found,  because  it  was  hidden  in  an  inflam- 
matory mass  in  the  small  pelvis.  Although  the  implantation  of 
the  proximal  end  into  the  bladder  could  only  be  done  by  stretch- 
ing the  ureter,  the  operation  was  finally  accomplished.  In  order 
to  reduce  the  tension  on  the  sutures,  the  point  of  implantation  in 
the  bladder  was  fixed  by  means  of  sutures  to  the  lateral  wall  of 
the  pelvis.  The  result  was  excellent  and  subsequent  cystoscopic 
examination  showed  that  the  newly  formed  ureteral  orifice  had 
become  injected,  but  it  carried  on  its  functions  perfectly.  While 
removing  an  intraligamentous  cyst,  Pozzi  injured  the  ureter  near 
the  bladder.  The  latter  was  immediately  opened  upon  a  male 
catheter  introduced  into  its  cavity,  and  the  mucosa  was  stitched 
to  the  mucosa  of  the  ureter,  while  the  outer  layers  were  united  by 
Lembert's  sutures.    The  abdominal  wound  was  closed  just  leav- 
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ing  enough  space  for  the  exit  of  some  gauze  packing,  which  had 
been  placed  over  the  point  of  implantation  and  a  permanent  cathe- 
ter was  inserted.  The  result  was  good.  In  another  laparotomy 
done  for  disastasis  of  the  recti  and  a  hydrosalpinx,  it  was  found 
that  the  ureter  was  provided  with  a  sort  of  mesentery;  it  opened 
into  the  bladder,  but  was  dilated,  probably  because  of  a  retrogres- 
sion of  the  urine  from  the  bladder  into  the  ureter.  Martin  re- 
cords a  case  of  multiple  carcinoma  of  the  bladder  in  which  one  of 
the  ureteral  orifices  had  become  involved.  The  growth  was  ex- 
cised after  a  probe  had  been  inserted  and  the  ureter  was  again 
implanted  into  the  bladder.  The  patient  died  five  days  later. 
There  was  an  occlusion  of  the  ureter,  but  a  fine  probe  could  be 
passed  through.  While  doing  a  laparotomy  for  myoma,  Neu- 
mann ligated  the  left  ureter.  This  was  at  once  implanted  into 
the  bladder,  through  an  iccidental  opening  that  had  been  made  in 
the  organ  during  the  operation.  The  growth  proved  to  be  a 
fibroid  which  had  transformed  malignantly.  The  patient  died  in 
five  days  from  septicemia  and  post-mortem  showed  cancerous 
metastases  in  the  lungs. 

Kelly  has  stated  that  the  best  place  for  implantation  is  on 
the  side  of  a  bladder  where  the  organ  is  attached  to  the  ligamenta 
lata,  but  it  would  seem  that  one  would  probably  rarely  meet  with 
circumstances  which  would  make  this  the  most  convenient  place, 
and  on  general  principles,  it  is  better  to  implant  the  ureter  into 
that  part  of  the  bladder  which  can  be  most  easily  reached.  Dur- 
ing a  laparotomy  for  fibroid,  Wertheim  injured  the  ureter,  which 
was  implanted  extraperitoneally  three  centimeters  higher  into  the 
bladder.  By  cystoscopic  examination  it  was  found  that  a  cure 
had  been  obtained  and  that  the  stump  reached  six  centimeters  into 
the  lumen  of  the  bladder,  swelling  up  and  emptying  itself  at 
regular  intervals.  This  authority  believes  that  a  suture  of  the 
ureter  will  only  last  if  there  is  no  tension  whatsoever.  During 
an  ovariotomy,  Veit  cut  through  the  ureter  and  after  removal  of 
the  diseased  parts,  he  drew  the  ureter  out  through  the  abdominal 
wound.  At  the  point  where  it  passed  between  the  parietal  peri- 
toneum and  fascia,  he  fixed  it  with  two  sutures  which  did  not  enter 
the  lumen.  The  incision  in  the  skin  was  then  lengthened  down 
to  the  pubic  bone  and  the  anterior  wall  of  the  bladder  was  opened 
extraperitoneally.    The  ureter  was  then  cut  obliquely  and  sutured 
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into  the  bladder;  these  sutures  were  carried  through  the  lowest 
end  of  the  abdominal  incision  and  joined  the  fascia  above  the  ure- 
ter and  bladder  sutures,  and  then  were  passed  through  the  muscles 
and  skin.  Occasionally  some  urine  was  voided  through  the  abdom- 
inal wound,  but  after  the  second  week  the  quantity  became 
gradually  less  and  at  the  end  of  the  third  week  the  abdominal 
incision  had  completely  closed. 

Witzel  employed  his  method  of  gastrostomy  for  implanta- 
tion of  the  ureter  into  the  bladder.    In  order  to  prevent  bending 
of  the  ureter,  it  was  united  extraperitoneally  to  the  bladder,  and 
instead  of  drawing  the  ureter  down,  which  would  have  put  it  on 
the  stretch,  the  bladder  was  drawn  up  to  it.    In  the  Trendelen- 
burg position,  a  small  incision  was  made  in  the  peritoneum  to  ex- 
pose the  ureter,  after  which  it  was  cut  between  two  ligatures. 
The  vesical  end  was  stitched  over  and  dropped,  while  the  renal 
end  was  carried  through  the  slit  in  the  peritoneum  and  then  drawn 
down  again  extraperitoneally  to  the  right  of  the  bladder  above  the 
linea  innominata.    The  bladder,  which  was  distended  with  fluid, 
was  drawn  over  to  the  middle  of  the  side  of  the  pelvis  and  was 
fixed  in  place  by  catgut  sutures,  the  ureter  having  been  inserted, 
formed  an  oblique  canal.    The  ureter  having  been  cut  obliquely 
and  another  oblique  incision  having  been  made  into  the  bladder, 
the  two  mucosas  were  stitched  together  and  the  wall  of  the  ureter 
was  joined  to  that  of  the  bladder  with  another  series  of  catgut 
sutures.    The  wall  of  the  bladder  was  raised  so  as  to  form  a 
longitudinal  fold  parallel  with  the  ureter  and  the  apices  of  the 
folds  were  stitched  together  in  such  a  manner  that  an  oblique  canal 
four  centimeters  long,  was  formed,  through  which  the  ureter 
passed  as  is  present  in  the  normal  condition.    A  glass  drain  was 
placed  down  as  far  as  the  site  of  implantation  and  the  abdominal 
wall  was  closed.    A  permanent  catheter  was  inserted.  Recovery 
uneventful.     Cystoscopic  examination  later  on  showed  that  the 
ureter  formed  a  small  projection  into  the  bladder  cavity.  Ols- 
hausen  wounded  both  ureters  during  a  double  ovariotomy  for  car- 
cinoma.   On  one  side  the  ureter  was  ligated,  the  tumor  being 
intra-ligamentous,  while  on  the  other  it  was  caught  between  two 
ligatures  in  the  pedicle.    The  ureter  was  implanted  into  the  blad- 
der, but  the  sutures  became  loose  in  thirty-six  hours  and  the  patient 
died. 
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To  sum  up  what  has  been  said,  the  results  obtained  by  vari- 
ous operators  would  appear  to  lead  to  the  following  conclusions: 
During  a  laparotomy  the  greatest  care  must  be  taken  in  order  to 
avoid  injuring  the  ureter,  and  the  abdominal  incision  should  not 
be  closed  until  one  has  made  certain  that  no  operative  lesion  exists. 
If  the  ureter  has  been  tied  off,  the  ligature  should  be  loosened  and 
each  vessel  should  be  ligated  separately.  If  the  ureter  has  been 
incised,  the  opening  should  be  closed  by  sutures,  when  it  is  not 
larger  than  one-third  of  the  circumference  of  the  canal,  and  this 
should  be  done  after  a  ureteral  catheter  has  been  inserted,  because 
by  this  means  the  opening  can  be  closed  more  securely  and  the 
danger  of  stenosis  is  thus  avoided.  On  the  whole  it  may  be  said 
that  the  use  of  immediate  suture  depends  entirely  upon  the  direc- 
tion of  the  opening  in  the  ureter,  because  if  this  is  oblique  it  is 
easier  to  do  than  if  one  is  dealing  with  a  transverse  section,  and 
the  outcome  is  apt  to  be  far  more  favorable.  If  the  wound  is  too 
large,  or  if  the  ureter  has  been  completely  cut  through,  the  tech- 
nique will  then  depend  upon  the  position  of  the  injury.  If  this 
has  occurred  near  the  bladder,  the  renal  end  of  the  ureter  should 
be  implanted  into  the  latter  organ,  while,  if  it  is  situated  higher 
up,  so  that  the  ureter  cannot  be  brought  down  to  the  bladder 
without  tension,  anastomosis  will  have  to  be  resorted  to.  This 
can  be  done  end  to  end,  after  having  obliquely  cut  the  extremities, 
or  by  invagination  of  the  upper  into  the  lower  end,  or  by  lateral 
implantation.  Should  all  these  methods  be  impossible  on  account 
of  the  resection  of  a  portion  of  the  ureter,  implantation  of  the 
injured  ureter  into  the  normal  one  must  be  tried  and  when  this  is 
impossible,  nothing  is  left  but  nephrectomy,  which,  as  we  have 
already  pointed  out,  should  be,  if  possible,  secondary. 
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By  George  L.  Eaton,  M.D. 

Mr.    President   and    Members    of    the    Medical   Society  of 
California : — 

IN  presenting  this  dissertation,  I  hope  to  impress  upon  you  the 
necessity  of  a  careful  examination  of  all  patients  whom  you 
may  suspect  of  being  gonorrheic.  You,  who  are  called 
upon  to  examine  a  patient  affected  with  an  apparent  genito-urinary 
affection,  should  determine  with  exactitude  and  precision  the 
nature  and  seat  of  the  lesions,  thereby  permitting  you  to  map  out 
a  plan  of  treatment  that  will  be  efficacious.  To  reach  this  indis- 
pensable end,  you  must  employ  many  means  of  exploration  and 
not  depend  upon  guesses  and  conclusions,  for  if  you  do,  you  will 
be  disappointed,  and  thereby  subject  yourself  to  reproach  in  the 
end,  when  some  delicate  female  submits  herself  to  a  celiotomy,  or 
more  probably  a  hysterectomy.  To  obviate  this  proflogation  of 
the  gonococcus,  I  here  present  for  your  consideration  the  tech- 
nique that  I  have  followed  for  the  past  two  years,  and  I  may  say 
that  I  do  not  feel  disappointed  with  the  results. 

The  direct  examination  of  a  patient,  consists  of  the  history 
which  embodies  the  time  of  the  first  infection,  whether  or  not  he 
was  the  subject  of  complications;  if  so  the  magnitudes  of  the  same, 
thereby  enlightening  yourself  as  to  whether  his  present  condition 
is  one  of  chronic  or  acute.  (I  shall  use  the  phrase  acute  secondary 
and  acute  primary  to  designate  between  auto-infection  and 
infection.) 

My  first  step  is  to  examine  the  meatus  for  any  visible  signs 
of  abnormal  urethral  secretion;  if  present,  I  make  preparations  for 
microscopical  research ;  taking  two  cover  glasses,  I  spread  a  slight 
coating  of  the  secretion  upon  each,  one  I  stain  with  eosin  and 
methyl  blue,  the  other  with  Gram's  stain,  and  then  submit  each  to 
a  careful  microscopical  examination,  always  using  i-i2th  oil 
inmersion  lens.     If  I  find  the  gonococcus  present  in  slide  No.  i, 
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I  then  examine  slide  No.  2,  so  as  to  differentiate  between  other 
diplococci  and  gonococci.  If  the  examination  is  positive,  and  at 
the  same  time  the  direct  history  leads  me  to  believe  it  an  acute 
secondary,  I  examine  further,  if  not,  I  proceed  with  antiseptic 
and  anti-gonorrheic  irrigations,  preferring  a  solution  of 
silbamine  one  in  five  hundred.  Whereby  on  the  other  hand,  I 
immediately  have  the  subject  urinate  about  an  ounce  or  two  in  a 
glass  beaker,  retaining  at  least  one-half  of  his  urine,  and  then 
with  an  irrigation  of  distilled  water,  I  flush  out  the  anterior 
urethra.  He  is  then  permitted  to  void  the  remaining  urine  in  a 
second  beaker.  By  comparing  the  two  urines,  I  am  able  to  deter- 
mine whether  or  not  the  inflammation  is  anterior  or  post-urethral. 
If  anterior,  the  first  beaker  will  be  cloudy  and  filled  with  urethral 
filaments,  if  alone  anterior,  the  second  beaker  will  be  clear. 
Having  determined  this  much,  we  are  now  prepared  to  continue 
our  investigation.  Ithen  have  the  subject  placed  upon  a  table, 
and  with  a  few  assorted  sounds  of  the  Weiss  Piffard's  type,  rang- 
ing from  No.  9  to  20  American  Register,  I  ascertain  whether 
there  be,  any  contractile  tissue  present;  if  so,  as  to  what  size  ure- 
throscope the  subject  is  capable  of  taking.  With  one  of  the  fol- 
lowing urethroscopes  (Koch  or  Chetwood)  I  examine  carefully 
the  anterior  urethra,  noting  an  pathological  changes,  specially 
the  follicles.  If  there  be  any  follicular  secretion,  I  carefully 
collect  as  much  as  possible  and  submit  it  to  a  microscopical  exam- 
ination according  to  previous  form  of  procedure.  Next  in  order 
is  to  invade  the  posterior  urethra  and  ascertain  if  possible  whether 
there  be  any  pathological  changes  in  that  region.  And  to  do  this, 
I  first  introduce  a  curve  sound  to  determine  the  presence  of  any 
contractile  tissue,  and  thereby  enlighten  myself  as  to  the  size 
urethroscope  I  may  safely  use.  Following  this,  I  introduce  one 
of  Swinburn's  posterior  urethroscopes  and  note  carefully  the  caput 
gallinaginus  and  the  openings  of  the  ejaculatory  duct  for  any 
inflammatory  exudate,  which  is  oftentimes  present  and  mistaken 
for  stricture.  After  collecting  what  secretion  we  desire  from 
this  region  and  submitted  same  to  the  microscope,  we  are  at  the 
stage  where  palpation  of  the  glands  of  Cowper  is  necssary  to 
discover  whether  they  are  involved,  and  this  is  best  done  while  the 
urethra  is  distended  by  a  sound  or  post-urethroscope.  The  third 
step  is  to  examine  the  seminal  vesicles  and  prostate  gland.    To  do 
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this  accurately,  the  urethra  should  be  flushed  again  and  about 
eight  to  ten  ounces  of  water  passed  into  the  bladder  and  retained.- 
Now  with  the  subject  in  what  we  may  call  a  "  leap-frog  "  posture, 
with  his  head  resting  on  a  chair  or  other  support,  I  introduce  the 
first  finger  of  the  right  hand  into  the  rectum,  while  the  first  of  the 
left  is  firmly  pressed  over  the  hypogastrium  so  as  to  press  the  dis- 
tended bladder  down  towards  the  rectum.  With  a  firm  touch, 
you  are  able  to  detect  the  seminal  vesicles,  and  while  this  pro- 
cedure is  going  on  it  is  very  easy  to  express  from  a  distended 
vesicle  its  contents,  and  I  invariably  have  a  small  glass  at  hand 
with  which  to  collect  the  same.  The  prostate  gland  is  massaged 
in  the  same  manner  and  its  secretion  collected  likewise.  While  in 
the  act  of  examining  the  prostate  gland,  you  should  note  the  size, 
consistency,  and  any  inflammatory  exudate  that  may  be  present. 
This  whole  procedure  will  not  consume  over  thirty  seconds.  The 
last  step  is  to  carefully  strip  the  urethra,  so  as  to  collect  as  much 
of  the  vesicular  and  prostatic  secretion  as  possible  and  submit,  it 
to  the  microscope,  first  using  a  one-eighth  obj,  while  fresh,  and 
by  this  examination  you  are  capable  of  differentiating  the  living 
spermatozoa  from  the  dead,  which  to  my  mind  is  a  very  essen- 
tial point  ,as  I  consider  the  death  of  the  sperm  cell  the  indication 
or  the  results  of  vesicular  or  prostatic  disease;  whereby,  on  the 
other  hand,  the  gynecologist  would  not  expect  impregnation  to 
take  place  in  a  uterus  whose  endometrium  is  the  seat  of  chronic 
inflammation.  Neither  can  we  expect  the  spermatozoa  to  live  in 
a  vesicle  whose  mucous  membrane  is  in  a  state  of  inflammation, 
whether  it  be  acute  or  chronic.  Now  in  accordance  with  former 
.microscopical  examinations,  we  endeavor  to  find  the  gonococci, 
and  second,  the  tubercle  bacilli.  After  this  has  been  carefully 
attended  to  and  all  findings  noted,  from  the  foregoing  investiga- 
tions, we  should  be  able  to  tabulate  with  exactitude,  all  areas  of 
infection  or  the  results  of  such,  and  thereby  with  appropriate 
treatment  and  medication  eliminate  the  disease. 

We  may  continue  further  in  the  direction  of  the  kidneys, 
first  by  examining  the  urine  both  chemically  and  microscopically, 
the  specimen  for  such  to  be  free  from  all  urethral  secretions; 
therefore  the  urine  should  be  collected  direct  from  the  bladder  and 
submitted  to  a  chemical,  as  well  as  microscopical  examination. 
If  upon  such  investigation,  we  find  an  undue  amount  of  pus,  we 
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are  justified  in  using  the  cystoscope,  and  if  necessary,  in  catheter- 
izing  of  the  ureters;  but  in  my  opinion,  one  should  be  exceedingly 
careful  not  to  infect,  especially  where  in  former  examination 
gonococci  have  been  demonstrated. 

After  we  have  accomplished  the  desired  end  and  the  indi- 
vidual apparently  seems  free  from  all  urinary  affections,  and 
where  you  are  called  upon  to  give  your  sanction  for  matrimonial 
relationship,  you  should  subject  to  another  scrutinizing  ordeal, 
following  in  detail  all  points  laid  down  in  the  former  examination, 
first  by  injecting  into  the  urethra  some  mild  irritant  that  will  set 
up  a  simple  inflammation,  the  pus  from  which  is  subjected  to  the 
microscope,  as  if  it  were  from  a  pathological  condition.  The 
seminal  vesicles  and  prostate  gland  should  be  massaged,  and 
their  contents  should  be  submitted  to  the  microscope,  and  if  neces- 
sary should  be  subjected  to  a  culture  medium,  preferring  agar- 
agar  with  human  blood  smeared  on  surface,  as  laboratory  inves- 
tigation has  proven  that  the  gonococcus  can  be  developed  only  on 
like  media.  After  all  of  which  proves  negative  and  due  amount 
of  time  has  elapsed,  and  the  individual  shows  no  sign  of  recur- 
rence, you  are  then  permitted  to  give  the  opinion  that  he  is  capable 
of  entering  into  the  bonds  of  matrimony  without  infecting  his 
wife. 


EDITORIAL 

WE  beg  leave  to  announce  that  with  this  issue  of  The 
American  Journal  of  Urology,  we  have  fulfilled 
our  contract.  We  are  particularly  indebted  to  our 
foreign  colleagues,  not  alone  for  the  number  of  their  contributions, 
but  for  their  depth  of  thought.  If  we  have  done  nothing  more 
than  to  inspire  the  American  student  of  medicine  with  a  desire  to 
become  more  familiar  with  German  and  French  Medical  Litera- 
ture, a  lasting  good  has  been  accomplished. 

We  beg  leave  to  give  the  reader  a  long,  lingering  grasp  of 
the  hand  in  bidding  him  adieu,  and  to  state  that  we  have  done  our 
best  for  the  journal,  with  all  its  sins  of  omission  and  commission. 

Henry  G.  Spoon i  k. 
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"Zur  Therapie  der  Blasengeschwiilste."  Casper.  {Medizinische  Klinik, 
November  4,  1905.) 

After  speaking  of  the  diagnosis  of  vesical  tumors,  and  laying  stress  upon  the 
value  of  cystoscopy  therein,  Casper  discusses  the  differential  diagnosis,  and  states 
that  it  is  difficult  to  determine  the  benign  or  malignant  character  of  a  growth  from 
its  appearance;  that  it  is  true,  in  general,  however,  that  a  papillomatous,  or  fimbri- 
ated, growth  is  usually  of  benign  character.  He  discusses  the  value  of  intravesical 
operation  and  of  cystotomy,  for  the  removal  of  tumors.  According  to  his  views, 
it  is  unwise  to  schematize  in  the  operative  treatment;  rather  must  the  treatment 
be  individualized.  He  comes  to  the  conclusion  that,  in  malignant  growths  of  the 
bladder,  the  patients  usually  do  better,  and  live  longer,  under  palliative  treatment, 
and  without  operation. 

"  Ueber  das  Vorkommen  von  Typhusbazillen  in  den  Faezes  und  dem  Urin 
von  Typhus  Rekonvaleszenten."  Herbert.  (Muench.  med.  Wochenschr., 
March  15,  1904. 

In  98  convalescents  from  typhoid,  the  urine  was  examined  228  times,  the  feces 
216,  for  typhoid  bacilli.  In  18  patients  they  were  found  in  the  urine — in  12 
instances  on  the  first  examination  only,  in  4  on  the  second  examination  only,  in  2  on 
the  second  and  fourth  examinations.  In  the  feces,  the  bacilli  were  found  in  only 
3  cases,  once  on  the  first,  once  on  the  second,  once  on  the  second  and  fifth  examina- 
tions. In  these  3  cases  the  bacilli  were  found  simultaneously  in  the  urine  and  feces. 
The  author  further  emphasizes  the  point  that,  with  the  exception  of  one  case,  the 
bacilli  were  found  only  in  the  first  four  weeks  after  the  temperature  had  returned 
to  the  normal.  The  period  varied  from  eight  to  twenty-seven  days.  In  the  excep- 
tion noted,  bacilli  were  found  in  the  urine  and  feces  up  to  the  sixth  week  following 
the  subsidence  of  the  symptoms. 

"  Ein  Fall  von  Indigurie,  mit  Auftreten  von  Indigrot  im  Frisch  Gelassenen 
Ham."  Groeber.  [Muenchener  medizinische  JVochenschrift,  January  12, 
1904.) 

Groeber  relates  the  case  of  a  girl  of  fourteen  and  one-half,  in  whom  indigo-red 
urine  was  passed  for  three  months  before  death.  The  patient  had  had  two  attacks  of 
rheumatic  polyarthritis  (at  the  fifth  and  ninth  years)  ;  first  with  endocarditis,  later 
with  pericarditis  sicca.  At  seven  years  pneumonia;  at  twelve  years  acute  nephritis, 
followed  by  chronic  parenchymatous  nephritis.  At  the  time  of  the  observation  noted 
above,  there  were  present  stenosis  and  insufficiency  of  the  mitral  valve.  Chemical 
tests  revealed  the  presence  of  the  above-mentioned  coloring  matter. 
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"  Hematuria  due  to  the  Bilharzia  Hematobia,  with  the  Report  of  a  Case." 

O'Neil.  (Boston  Med.  and  Surg-.  Journal,  October  27,  1904.) 
O'Neil  reviews  the  subject  of  this  interesting  condition,  and  reports  the  case  of 
a  male  patient  of  twenty-four  years,  who,  for  three  years,  had  passed  blood  at  the  end 
of  micturition,  several  times  each  day.  On  examination  of  the  urine,  ova  of  the 
bilharzia  were  recognized.  It  was  found  vthat  he  had  served  in  the  British  army, 
in  South  Africa  for  eighteen  months,  during  the  Boer  war,  and  had,  on  several 
occasions,  drunk  foul  water.  For  a  year  he  had  had  no  trouble  until,  one  day,  he 
noticed  burning  and  itching  in  the  perineum;  later  frequency  of  micturition  set 
in,  and  he  began  to  pass  blood.  Cystoscopic  examination  showed  a  membranous 
cystitis.  A  number  of  small  hemorrhagic  areas  were  found,  mostly  about  the  left 
ureter  and  posterior  part  of  the  bladder.  Under  the  use  of  cystogen  and  urotropin, 
during  three  months,  the  urine  became  normal. 

"  Diagnosis  of  Renal  Calculus."    Johnson.    (N.  Y.  Med.  Jour,  and  Phil.  Med. 
Jour.  February  4,  1905.) 

Johnson  clearly  and  concisely  discusses  the  manner  of  formation  of  renal 
calculi,  the  changes  produced  in  the  kidney  by  the  presence  of  stone,  the  changes 
in  the  urine,  the  physical  signs  and  symptoms  to  be  obtained  by  palpation,  the 
technique  of  skiagraphy,  and  the  causes  of  failure  of  the  procedure,  and  comes  to- 
the  following  conclusions: 

The  positive  diagnosis  of  kidney  stone  by  the  X-rays  is  reliable  and  of  great 
practical  value. 

The  negative  diagnosis  of  kidney  stone  by  the  X-rays  is  reliable  and  valuable 
up  to  a  certain  limit. 

If  pictures  of  a  proper  quality  are  obtained,  calculi  of  oxalate  of  lime  and 
phosphates  can  be  excluded.    Pure  uric  acid  calculi  can  not. 

Pictures  of  a  proper  quality  can  be  obtained  with  ease  in  children  and  slender 
adults  of  both  sexes. 

Such  pictures  can  usually  be  obtained  by  repeated  trials,  in  well  nourished 
adults. 

When  patients  are  unusually  stout,  when  the  abdomen  is  very  thick  and  the 
buttocks  are  large,  the  conditions  are  extremely  difficult,  and  only  occasionally  will 
a  satisfactory  result  be  obtainable  with  the  present  form  of  apparatus. 

"  Prostatic  Obstruction  to  Urination."    Syms.    (Jour,  of  the  Amer.  Med.  Assn., 
November  5,  1904.) 

According  to  Syms,  the  indications  for  operation  in  prostatic  mypertrophy  are: 
Frequent,  or  painful,  urination,  cystitis,  hemorrhages,  catheter-life,  stone,  residual 
urine  (extreme),  dilated  bladder,  contracted  bladder.  He  maintains  that  pros- 
tatectomy should  be  done  entirely  through  the  perineum.  He  further  describes  the 
operation,  and  the  use  of  the  distensible,  rubber,  prostatic  retractor.  It  is  to  be 
regretted  that  he  unwarrantably  condemns  the  use  of  the  cystoscope  for  the  diag- 
nosis of  prostatic  hypertrophy  without  giving  valid  reasons  for  his  objections, 
and  also  the  Bottini  operation — in  which,  he  admits,  he  has  had  no  experience, — as 
well  as  suprapubic  prostatectomy.  Surely  an  experience  of  34  cases,  valuable  as  it 
must  be,  does  not  justify  the  condemnation  of  operations  which,  in  equally  skilled 
hands,  have  produced  such  excellent  results,  particularly  when,  as  in  this  case,  tlv 
critic  admits  that  he  has  not  practised  them.     There  is,  also,  no  mention  of  contra 
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indications  to  the  operation  which  he  recommends  and  there  are,  of  course,  cases 
in  which  these  exist. 

Clinical  Observations  on  a  Kidney  which  contained  more  than  Forty  Thou- 
sand   Iridescent    Calculi.     By    J.    Bland-Sutton,    F.R.C.S.  (British 
Medical  Journal,  January  21,  1905,  p.  125.) 
A  printer,  thirty-eight  years  of  age,  with  persistent  pain  in  right  loin.  Urine 
contained  traces  of  blood  and  pus,  which  became  markedly  increased  after  walking. 
Skiagraphy  showed  a  large  amount  of  calculous  matter  in  the  kidney. 

At  operation,  lower  half  of  kidney  was  stuffed  with  calculi,  so  that  kidney  was 
removed. 

All  the  calyces  of  this  kidney  were  widely  dilated  and  sacculated,  but  the  largest 
sacculus  contained  a  great  multitude  of  stones,  which  rolled  about  almost  like  quick- 
silver as  soon  as  as  the  sac  burst,  and  a  large  number  of  them  escaped  and  could 
not  be  recovered.  The  counts  were  carefully  made  and  controlled,  and  the  total, 
40,000,  is  probably  far  below  the  real  estimate,  without  considering  the  large 
number  unavoidably  lost.  The  iridescence  of  these  calculi  was  as  remarkable  as 
their  great  number. 

Indications  and  Therapeutic  Value  of  Prostatectomy,  (he  Progres  Medical, 
October  29,  1904,  p.  279.) 

M.  Proust,  after  a  very  complete  study  of  the  therapeutic  results  of  partial 
and  total  prostatectomies,  gives  the  indications  for  them  in  the  following  terms: 

General  Indications.  1.  Catheterism  well  applied  from  the  beginning  is  a 
sufficient  method  to  assure  in  all  clinical  forms  a  tolerable  life.  Badly  applied, 
it  causes  grave,  rebellious  complications.  Prostatectomy  is  then  of  great  service. 
2.  A  medium  age  is  most  favorable  for  the  operation.  Very  advanced  age  is  not 
an  absolute  contradiction.  3.  A  large  prostate  is  often  a  favorable  condition  for 
operative  interference;  a  small  one  can  cause  retention.  4.  The  preservation  of  the 
procreative  power  cannot  be  guaranteed  before  any  such  procedure.  5.  Vesical 
contractility  is  better  preserved  in  large  bladders  with  complete  retention  than  in 
the  case  of  small  irritable  bladders  with  incomplete  retention,  with  chronic  cystitis. 
6.  Slight  renal  lesions  are  benefited  by  the  operation,  the  grave  give  the  pre- 
dominant risk  of  mortality.  Renal  insufficiency  is  often  transitory  in  cases  of  dis- 
tension and  in  acute  and  chronic  infection.  It  can  yield  to  regular  evacuation  and 
permit,  finally,  of  prostatectomy.  7.  The  social  position  of  the  patient  can  render 
catheterism  impossible. 

Special  Indications  for  Each  Clinical  Form.  1.  The  first  period  of  prostatism 
with  retention  only  exceptionally  justifies  prostatectomy.  2.  Acute  or  recent  reten- 
tions, recently  aseptic  or  infected  do  not  prevent  catheterism.  The  impossibility  of 
catheterism  is  a  rare  indication.  3.  In  the  incomplete  chronic,  aseptic  retentions 
with  distension,  prostatectomy  d'emblee  would  prevent  hematuria  ex  vacuo  and 
infection,  also  septic  hematuria.  Latent  uremia  can  be  a  contraindication.  Aseptic 
catheterism  permits  us  to  prepare  for  a  prostatectomy.  4.  In  chronic  incomplete  reten- 
tions, aseptic  without  distension,  the  precocious  operation  is  efficacious.  It  is  not  neces- 
sary to  attend  to  the  chronic  cystitis,  etc.  5.  In  the  infected  chornic  retentions,  com- 
plete or  partial,  with  or  without  distension,  prostatectomy  is  indicated  for  the  reten- 
tion, the  rebellious  hematuria,  the  sufferings,  the  difficulty  of  passing  a  catheter 
and  its  therapeutic  insufficiency.  6.  In  actual  renal  infection,  in  grave  prostatic 
suppurations,  the  immediate  risk  contraindicates  the  operation  of  urgence.    7.  For 
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prostatic  calculi,  when  the  bladder  contains  little  residual  urine,  40,  50,  60  grammes, 
lithotrity  is  preferable,  even  if  the  calculus  is  phosphatic,  as  a  complete  cure  with- 
out retention  is  possible.  If  the  retention  is  definite  there  is  an  indication  of 
choice.  Secondary  calculi  are  inaccessible  to  lithotrites.  Finally  it  is  necessary 
to  consider  rebellious  lithogenous  cystitis  to  avoid  possible  calculous  exacerbations. 
8.  An  early  diagnosis  of  cancer  of  the  prostate  is  very  difficult  to  make.  Pros- 
tatectomy is  an  excellent  operation,  but  the  catheter  can  be  used  for  the  majority 
of  cases. 

M.  Desnos  (  of  Paris).  Prostatectomy,  whose  legitimacy  is  no  longer  contested, 
responds  to  indications  which  become  more  precious  each  day.  A  large  prostate 
per  se  is  not  an  indication  for  prostatectomy,  but  when  the  superior  urinary  tract 
is  threatened,  either  by  vesical  distension  or  by  infection,  it  is  indicated.  In  one 
word,  an  indication  uniquely  preventative  is  not  justified,  as  many  patients  with 
large  prostate  succumb  to  other  diseases  before  urinary  symptoms  appear.  On  the 
contrary,  I  believe  that  one  can  operate  in  grave  cases  where  the  cachexia  is  due 
to  vesical  retention.  Many  of  these  cases  have  been  saved  or  their  lives  prolonged 
by  cystectomy  of  poncet.  In  the  first  years  of  prostatectomy  the  operative  technic 
was  insufficiently  regulated.  The  surgeons  were  little  accustomed  to  these  man- 
oeuvres. The  results  of  prostatectomies  were  too  grave  to  be  attributed  to  cachexia. 
To-day  the  shock  from  prostatectomy  made  with  security  and  rapidity  is  not  very 
considerable.  It  produces  immediate  results  analogous  to  those  of  cystotomy  and 
much  better  definite  results. 

M.  Heresco  (of  Bucharest).  He  had  performed  26  prostatectomies,  21  by  the 
perineal  route  and  5  by  the  transvesical  route.  Upon  the  latter  he  had  twice  done 
the  total  transvesical  prostatectomy.  One  died ;  one  got  well.  He  favors  the  per- 
ineal route  because  one  is  master  of  the  hemorrhage,  because  a  cavity  remains  where 
the  prostate  lodged,  capable  of  becoming  infected  again  and  because  the  perineal 
drainage  is  better. 

Perineal  prostatectomy  for  prostatic  hypertrophy. 

M.  J.  Rebout  (of  Nimes).  I  have  done  4  prostatectomies  for  prostatic  hyper- 
trophy and  have  obtained  3  cures  with  cessation  of  urinary  troubles  which  were  due 
to  my  intervention.  On  patient,  whose  general  condition  was  poor  and  whose  kid- 
ney functioned  badly,  died.  In  the  4  cases  I  have  employed  the  operation  of  Proust 
and  Duval.  I  made  a  subcapsular  perineal  prostatectomy.  Patients  suffering  from 
prostatic  hypertrophy  with  very  pronounced  troubles  of  micturition,  but  whose  gen- 
eral condition  is  good,  subcapsular  perineal  prostatectomy  ought  to  be  done;  it 
gives  excellent  results.  One  need  'not  attempt  it  among  patients  too  infected  and 
who  have  accentuated  hematurias  and  renal  lesions. 

M.  Hamonic  (of  Paris).  He  prefers  total  perineal  prostatectomy  for  sclerous, 
non-congested  and  non-bleeding  hypertrophied  prostates.  He  inclines,  on  the  con- 
trary, to  the  vesical  route  when  the  subject  is  hematuric,  caused  by  a  prostate  that 
easily  becomes  congested. 

M.  J.  Verhoogen  (Brussels).  Indications  for  prostatectomy  are  met  with  among 
all  retentionists  who  are  exposed  to  infection  from  the  careless  use  of  the  catheter 
when  catheterism  is  difficult,  painful,  who  are  subject  to  hemorrhages  or  calculi. 
The  perineal  route  is  indicated  when  the  prostate  is  large  and  when  it  bulges  into 
the  rectum;  the  transvesical  route  when  the  prostate  bulges  into  the  bladder. 

Conservative  methods  of  prostatectomy  in  the  treatment  of  hypertrophy  of  the 
prostate. 

M.  Le  Fur.    If  one  accepts  our  pathogenic  theory  of  hypertrophy  of  the  pros- 
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tate,  by  recognizing  that  this  affection  is  of  inflammatory  origin,  being  able  to 
succeed  all  kinds  of  prostatitis,  secondarily  infected,  primitive  or  asceptic,  it  is  easy 
to  establish  therapeutic  value  of  the  conservative  .methods  of  prostatectomy 
These  ought  to  be  employed  during  the  long  preparatory  period  of  prostatic  hyper- 
trophy, latent,  insidious,  etc.  Massage,  electrization  of  the  gland,  the  use  of  the 
catheter,  and  above  all  the  sound  a  demeure,  are  often  completely  successful.  When 
the  deformations  are  definite  and  conservative  and  methods  are  unsuccessful,  it  is 
necessary  to  have  recourse  to  perineal  prostatectomy. 
Perineal  prostatectomy  for  simple  hypertrophy. 

M.  V.  Panchet  (d'Amiens).  I  have  done  43  perineal  prostatectomies,  never 
any  suprapubic.  Three  cases  died.  I  have  followed  the  technic  of  Proust  with 
the  following  modifications:  (a)  Resection  of  the  vasa  deferentia  in  the  case  of 
very  old  and  very  feeble  persons  to  avoid  post-operative  orchitis;  (b)  Following  the 
advice  of  Young,  I  dissect  out  the  superior  part  of  the  prostatic  urethra,  to  pre- 
serve the  ejaculatory  ducts,  etc. 

M.  Paul  Delbet.    Certainly,  perineal  prostatectomy  is  an  excellent  operation. 

M.  Rafin.  The  speaker  reported  12  new  cases  of  perineal  prostatectomy  for 
hypertrophy  of  the  prostate.    He  has  operated  altogether  31  times  with  2  deaths. 

Total  prostatectomy  by  the  suprapubic  route. 

M.  Loumeau  (of  Bordeaux).    He  has  performed  the  operation  of  Freyer  twice. 
First  case  lived;  second  case  died  on  ninth  day  of  cardiac  failure. 
Early  diagnosis  of  cancer  of  the  prostate. 

M.  Montz  (of  Paris)  and  Majewski  (of  Cracovia).  Of  the  50  known  cases  of 
cancer  of  the  prostate  only  19  cases  were  clinically  diagnosed. 

M.  F.  Legueu.  L.  has  performed  numerous  operations.  He  concluded  that 
unfavorable  results  are  the  exception. 

Indications  for  prostatectomy. 

M.  Albarran  (of  Paris).  A.  stated  that  in  certain  cases  after  prostatectomy  one 
can  observe  an  aggravation  of  the  retention. 

M.  Henry  Reynes  (of  Marseilles).  Prostatectomy  will  be  reserved  for  the 
cases  with  large  prostates  and  chronic  retention,  which  are  not  relieved  by  cathe- 
terization. 

M.  Briu.  I  believe  that  prostatectomy  is  indicated  by  the  contraindications  of 
catheterismus.  Then  social  conditions  which  render  catheterism  impossible  indicate 
prostatectomy. 

M.  Nicolich  (of  Trieste).  I  believe  that  transvesical  prostatectomy,  made 
according  to  Freyer,  is  the  operation  of  the  future,  because  it  is  more  easy,  more 
rapid  and  less  dangerous. 

"  Ueber  den  Prolaps  der  Blasenartig  in  die  Harnblase  vorgewoelbten  blin- 
Ureterendigung   durch   die   Harnroehre."    Geipel    and  Wollexberc. 
{Archiv.  fur  Kinderheilkunde,  vol.  40,  Nos.  1-3.) 
The  authors  describe  a  case  of  this  interesting  congenital  anomaly  in  which,  in 
the  presence  of  two  kidneys  and  two  ureters,  the  right  ureter  ended  in  a  blind  sac, 
which  prolapsed  through  the  bladder  and  urethra  in  a  female  infant. 
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